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PREFACE 


The  purpose  of  the  Assessment  of  EPSDT  Practices  and 
Costs     is  1)   to  gather  information  in  a  sample  number  of 
States  and  localities  on  specific  program  components  of  the 
EPSDT  program  and  2)   to  evaluate  and  report  on  that  infor- 
mation in  such  a  way  as  to  be  useful  on  a  short-term  basis 
for  management  of  the  EPSDT  program. 

The  project  has  three  principal  objectives: 

&      To  analyze  screening  and  follow-up  best  practices  in 
eighteen  localities 

rs  To  survey  in  selected  localities  and  at  the  State 
level  the  cost  of  serving  EPSDT  children  and  non- 
EPSDT  children,  but  Medicaid  supported 

©      To  assess  at.  the  State  level  those  barriers  pre- 
venting the  full  implementation  of  the  program 

The  Barrier  Assessment  Report  identifies  the  major  bar- 
riers to  the  EPSDT  program  and  makes  recommendations  to  help 
SRS/MSA  policy  makers  assist  States  in  overcoming  the  barriers. 

It  should  be  understood  that  the  Barrier  Assessment  Report 
portrays  only  one  side  of  the  EPSDT  program.     It  does  not  iden- 
tify those  areas  where  the  States  have  implemented  improvements 
to  the  EPSDT  program  or  that  were  functioning  efficiently.  For. 
example,   five  States  have  increased  the  number  of  screenings  per- 
formed since  they  started  the  program,  which  is  a  significant  achiev 
ment  considering  the  complexity  of  the  program.     In  addition,  and 
as  pointed  out  in  Sections  III  and  IV,   the  results  of  the  assess- 
ment were  dictated  in  part  by  the  fact  that,  only  the  State  agencies 
responsible  for  the  EPSDT  program  were  contacted.     It  is  assumed 
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that  the.  cause  and  effect  relationship  of  the  many  of  the  barriers 
would  have  been. cast  in  a  different  light  if  providers,  recipients, 
and  DHEW  Regional  and  Central  offices  had  also  been  in tcrvi ewed . 
Finally,  the  analysis  of  screening  and  follow-up  best  practices 
will  follow  the  barrier  assessment.     Although  the  analysis  of 
best  practices  will  take  place  on  the  local  level  for  the  most 
part,   it  should  provide  a  clear  picture  of  the  other  side  of  the 
EPSDT  program. 


I.  INTRODUCTION 

In  1967,  Title  XIX  of  the  Social  Security  Act  was  amended  to 
require  all  States  with  Medicaid  programs  to  provide  Early  and 
Periodic  Screening,  Diagnosis,  and  Treatment   (EPSDT)   services  to 
iMedicaid  eligibles  under  21  years  of  age.     The  EPSDT  program  was 
designed  to  detect  health  deficiencies  at  an  early  age,  reduce  health 
dependency  in  the  young,   and  increase  the  health  status  of  needy 
children.     The  objective  of  the  program  was  to  replace  episodic 
or  crisis  medical  care  with  an  orderly  system  of  preventative 
medical  care  within  the  Medicaid  program. 

By  1971,   the  Department  of  Health,  Education  and  Welfare  had 
developed  regulations  for  the  program,  but  States  were  reluctant 
to  implement  the  program.     As  Howard  Newman,   the  Commissioner  of 
the  Medical  Services  Administration,  pointed  out  to  the  National 
Health  Forum  in  1974,   "the  desire  to  provide  a  necessary  and 
politically  desirable  service,   and  the  competition  for  very  limited 
resources  prevented  the  early  development  of  the  EPSDT  program." 
The  final  regulations,   effective  February  1972,   eased  the  concern 
of  States  about  the  cost  of  the  program  and  the  limited  availability 
of  health  care  resources  for  this  program.     These  final  regulations 
imposed  a  revised,  two-stage  implementation  plan  for  the  EPSDT 
program.     In  the  first  stage,  eligible  children  under  six   (6)  years 
of  age  were  to  receive  a  screening.     The  second  stage  required 
States  to  begin  screening  those  children  between  the  ages  of  six  (6) 
and  twenty-one  (21) .     The  target  date  for  implementation  of  the 
second  phase  was  July,   19  73. 
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Even  with  these  modifications,  implementation  of  the  program 
was  difficult  for  the  majority  of  States.     An  integrated  and 
responsive  network  of  health  providers  was  needed,  but  was  not 
available  in  many  areas.     With  financial  constraints  facing  each 
state,  a  clear  understanding  of  how  to  proceed  in  an  efficient  and 
cost-effective  manner  was  needed.     Practices  that  would  allow  a 
maximization  of  resources  to  serve  the  eligible  population  were 
needed,  but  again  were  not  documented.     Finally,  comparisons  between 
the  number  of  children  screened  (1.2  million)   as  of  October,   197  3 
and  the  estimated  number  of  children  still  in  need  of  screening 
(10  to  13  million)   indicated  that,   although  the  barriers  preventing 
the  eligible  population  from  receiving  this  type  of  preventative 
medical  care  in  the  first  place  were  being  overcome,  many  barriers 
still  persisted. 

This  report  focuses  on  those  "barriers"  that  continue  to  impede 
full  implementation  of  the  EPSDT  program  by  preventing  or  hindering 
portions  of  the  eligible  population  from  participating  in  the 
program,  providers  from  offering  services,  or  a,gencies  from  adminis- 
tering the  program.     Specifically,   this  study  identifies  and  describes 
the  major  barriers  to  the  EPSDT  program.     Recommendations  for  use 
by  SRS/MSA  policymakers  in  assisting  the  states  to  overcome  these 
barriers  are  also  developed.     These  study  objectives  were  accomplished 
by  assessing  EPSDT  programs  in  six  States  at  the  State  program  level. 

The  States  were  chosen  on  the  basis  of  the  following  criteria: 

©        interest  in  the  study 

©        availability  of  information 

e        type  of  provider  system 

e-        impact  of  Medicaid  on  population 

©        regional  location 

All  of  the  States  in  this  study  were  located  east  of  the 
Mississippi.     In  each  State,  the  program  had  been  implemented  for 

at  least  one  year  at  the  time  of  the  site  visit. 
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A  typical  participat ing  State  had  the  following  profile: 

©        Initial  implementation  (date  of  first  screen) 
of  EPSDT  program:     June,   19  72 

@        Eligible  population  under  21  years  of  age  during 
any  one  month:     24  5,000 

•        Total  number  of  children  screened  since  inception 

of  program  including  periodic  re  -  screenings :     90  ,  000 

©        Number  of  active  screening  providers:  110 

©        Number  of  active  private  screening  providers:  20 

©        Principal  type  of  screening  provider:  public  health 
department . 

The  assessment  of  barriers  was  undertaken  by  site  visits  to  the 
appropriate  State  agencies  over  a  two-month  period  (September  and 
October,   1975).     Although  past  and  future  events  were  discussed,  they 
were  assessed  only  in  terms  of  their  impact  on  current  conditions. 

Data  for  the  barrier  identification  and  assessment  were  obtained 
solely  from  the  State  agency  responsible  for  the  implementation 
and  administration  of  the  program.     In  most  cases,   this  agency  was 
the  Department  of  Social  Services   (Welfare)  which  administered  the 
program  through  signed  agreements  with  the  Department  of  Health 
and/or  other  public/private  providers.     Information  from  the  site 
visit  was  supplemented  by  findings  from  a  review  of  the  literature 
where  applicable. 

io  insure  a  systematic  and  accurate  collection  of  data  at  the 
state  program  level,  an  information  guide  was  developed  to  elicit 
information  about  barriers  as  they  related  to  the  provision  of 
services  under  the  EPSDT  program.     Although  most  of  this  information 
was  reported  from  the  program  administrator's   (State)  point  of  view, 
every  effort  was  made  to  broaden  this  perspective  by  addressing 
items  to  the  State  agency  staff  which  were  reflective  of  attitudes 
on  the  part  of  Medicaid  eligibles  and  the  providers  of  EPSDT 
services . 
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The  structure  of  the  report  follows  the  format  as  outlined  in 
the  Barrier  Assessment  Methodology.*     Therefore,  this  report  is 
divided  into  five  sections: 

©        In  Section  II,   the  major  barriers  preventing  imple-  . 
mentation  of  the  program  or  participation  in  the 
program  are  identified  and  examined  in  detail. 
Major  barriers  are  defined  as  those  barriers  which 
were  found  to  have  a  significant  impact  in  at  least 
four  of  the  six  States  included  in  this  study. 

e        In  Section  III,   the  major  barriers  are  classified 
by  type  and  by  origin.     The  barrier  types  are 
defined  as  legal,  financial,  facility,  commitment, 
manpower,  and  administrative.     Barriers  are  identi- 
fied as  those  originating  at  the  following  sources: 
local,  State,  region,  federal,  recipient,  and 
provider . 

©        In  Section  IV,   the  impact  of  the  major  barriers  are 
assessed  in  terms  of  their  impact  on  expenditures 
for  EPSDT,  proportion  of  eligibles  receiving 
screening  and  treatment  services,  program  component 
within  the  EPSDT  system,   and  age  group  of  the 
eligible  population. 

©        In  Section  V,  recommendations  are  developed  for 
each  major  barrier  with  emphasis  on  policy  and 
program  changes  that  are  useful  to  Federal  (SRS/MSA) 
and  State  EPSDT  program  managers . 

®        In  Section  VI,  conclusions  emanating  from  the  barrier 
assessment  effort  are  highlighted  and  discussed. 


* Applied  Management  Sciences,  Barrier  Assessment  Methodology, 
Report  under  Contract  No.  SRS- 50IF7  5- 00T9 ,  August  26,  1975. 
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II.      IDENTIFICATION  OF  MAJOR  BARRIERS 


The  following  discussion  presents  a  review  of  those  barriers 
identified  as  major  barriers:     those  that  had  a  significant  impact 
in  at  least  four  of  the  six  selected  States. 

INADEQUATE  OUTREACH 

Although  almost  every  State  official  agreed  that  direct 

outreach  to  the  eligible  population  is  potentially  the 
most  effective  way  to  increase  participation  in  the  EPSDT 

program j    direct  outreach  is  usually  not  provided  to  the 

majority  of  the  eligible  population .     If  it  is  provided,  '■ 

it  is  done  in  a  limited  manner 3   or  it  is  not  specifically 

directed  toward  health  care  and  the  EPSDT  program . 

A  review  of  the  literature  on  EPSDT  indicated  that  an  effec- 
tive outreach  program  geared  to  the  eligible  population  could 
dramatically  increase  the  number  of  clients  eventually  partici- 
pating in  EPSDT.     While  almost  every  official  at  the  State  agency 
level  was  cognizant  of  this,   it  was  found  that,  the  States  have 
done  very  little  to  implement  such  a  program.     Specifically,  the 
following  facts  emerged: 

e        No  State  had  developed  a  formal  plan  for 

providing  health  or  EPSDT  specific  outreach 
to  the  entire  eligible  population. 

®        No  State  referred  to  more  than  two  or  three 
alternative  methods  of  providing  outreach  at 
the  local  level. 


5 


e        No  State  could  point  to  an  EPSDT  outreach 
program  that  was  implemented  on  a  state- 
wide basis. 

$        All  States  relied  on  existing  resources, 
such  as  local  social  service  agencies  and 
public  health  departments,   to  provide 
outreach  for  EPSDT  in  conjunction  with  out- 
reach for  other  programs  or  services. 

©        Only  two  States  had  completed  pilot  studies 
on  EPSDT  outreach  and  its  effectiveness. 

When  outreach  is  provided  at  the  local  level,   it  is  generally 
provided  on  a  personal  basis  in  one  of  two  ways: 

©        By  the  social  service  worker  from  the  local 
social  service  agency,  or 

q        By  the  public  health  nurse  from  the  local 
health  department. 

From  the  information  available  at  the  State  level,  neither 
method  was  very  effective.     In  States  utilizing  both  public  and 
private  screening  providers,   social  workers  were  primarily  respon- 
sible for  outreach  activities.     In  this  approach  to  outreach,  the 
social  service  worker  either: 

q        Performed  notification  and  outreach  at  the  same 
time  with  the  belief  that  both  functions  were 
identical . 

©        Performed  only  notification  with  the  belief 
that  outreach  was  not  necessary. 

»        Performed  outreach  for  a  number  cf  needs  at 
one  time,  but  never  focusing  primarily  on 
EPSDT. 

Public  health  nurses  were  utilized  primarily  in  States  where 
public  health  departments  performed  the  majority  of  screenings. 
This  outreach  was  either: 

©        Provided  to  all  clients,  whether  Medicaid 
eligible  or  not,  or 

©        Provided  on  a  very  limited  basis  as  judged 
appropriate  by  the  local  public  health 
nurse . 
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Only  one  State  mentioned  the  use  of  trained  indigenous 
workers  as  suggested  in  the  DHEW  "Guidelines  for  EPSDT. "*  In 
this  case,   it  was  felt  that  this  approach  to  outreach  was  most 
successful  in  attracting  the  eligible  population  to  the  EPSDT 
program . 

Overall,  no  State  agency  emphasized  local  outreach  as  a 
priority  during  the  site  visits.     Local  outreach  was  not  emphasized 
for  a  number  of  reasons.     Basically,  most  State  officials  saw 
direct  outreacli  as  a  local  responsibility  rather  than  a  State  respon- 
sibility.    In  addition,   certain  other  conclusions  became  evident 
in  regard  to  the  States'   localized  outreach  effort.  Essentially, 
these  conclusions  were: 

©        State  officials  did  not  see  outreach  at  the 
local  level  as  a  critical  part  of  the  EPSDT 
program.     They  saw  funding  and  provider  parti- 
cipation as  much  more  pressing  problems  for 
the  program. 

©        State  officials  felt  local  outreach  efforts  for 
the  EPSDT  program  alone  were  a  financial  burden 
on  the  program  and  not  particularly  cost  effective. 
Local  outreach  for  EPSDT  would  require  the  individual 
social   service  worker  or  aide  to  be  knowledgeable 
about  the  entire  EPSDT  program  and  to  spend  a  con- 
siderable amount  of  time  talking  with  each  eligible 
about  health  needs.     This  knowledge  and  time  could 
only  come  as  a  result  of  additional  training  programs 
and  additional  personnel.     Since  both  training  and 
personnel  were  not  included  in  the  States'  budgets 
for  EPSDT,   a  change  in  outreach  methods  would  mean 
an  increase  in  cost  to  the  States. 

©         In  those  States  where  county  data  was  available, 
the  intensity  or  extent  of  the  local  outreach 
effort  varied  in  relationship  to  the  number  of 
eligibles  identified  as  potential  recipients. 
In  those  local  areas  where  notification  did  not 
identify  a  high  number  of  potential  recipients, 
the  outreach  effort  was  particularly  weak.  State 
officials  did  not  see  this  relationship  between 
the  number  of  eligibles  identified  and  the  out- 
reach effort  as  a  critical  problem.  Instead, 
they  interpreted  the  lack  of  effort  as  a  lack 
of  need. 


* Department  of  Health,  Education,  and  Welfare,  Social  and 
Rehabilitation  Service,   Program  Regulation  Guide,  June  28,  1972. 
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e        Where  local  .intensive  outreach  efforts  were 

effective  or  Hon,- traditional  outreach  methods 
proved  successful,   State  officials  did  not  take 
the  initiative  to  replicate  these  practices. 
State  officials  believed  these  local  successes 
were  dependent  primarily  upon  a  set  of  unique 
factors,   such  as  personality,  provider  make-up, 
and  community  support. 

&        Local  social  service  agencies  provide  outreach  in 

one  of  three  ways:     over  the  phone,   in  the  client's 
home,  or  at  the  Welfare  office.     Most  contact 
apparently  occurs  over  the  phone,  which  is  probably 
the  most  difficult  medium  to  use  in  assessing 
health  needs.     The  least  amount  of  contact  occurs 
in  the  client's  home,  which  is  the  best  of  the 
three  alternatives  to  assess  the  need  of  health 
care . 

@        Local  social  service  agencies  do  not  use  outreach 
to  focus  solely  on  a  single  need  of  the  eligible 
population,   such  as  health  care,  or  on  an  elective 
need,   such  as  preventative  screening.  Instead, 
they  use  outreach  as  a  personal  contact  mechanism 
to  view  all  of  the  client's  needs.     Since  client 
needs  are  numerous,  outreach  generally  identifies 
only  those  needs  that  are  critical   or  highly 
visible.     Preventative  care  needs  are  not  thought 
by  social  workers  as  critical,  nor  are  they  visible 
or  easy  to  assess.     Therefore,  outreach  for  life- 
sustaining  programs,   such  as  housing  assistance 
and  food  stamps,   take  precedence  over  the  EPSDT 
program . 

c        Public,  health  departments  view  their  local  outreach 
function  in  terms  of  the  entire  population,  not  just 
the  Medicaid  eligible  population.       If  outreach  is 
to  be  implemented,   they  feel  it  should  be  directed 
to  everyone. 

©        Private  providers  seldom  provide  any  type  of  syste- 
matic outreach  due  to  their  orientation  toward 
episodic  or  crisis  medical  care  and  their  concern 
with  overhead  costs. 

Outreach  is  also  provided  on  a  non-directed  basis  through 
the  utilization  of  mass  media.     All  the  States,  at  one  time  or 
another,  have  made  use  of  the  media  for  outreach.     Only  three 
types  of  media  outreach  were  mentioned: 

©        Television  spots 
e>        Radio  spots 

©        "Pick  up"  material  such  as  brochures  and 
pamph lets . 
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No  State  was  rigorously  pursuing  a  plan  to  involve  the  media 
in  their  outreach  program.     State  officials  reported  that: 

©        Much  of  media-related  outreach  material  came 
•    from  DHEW  rather  than  from  the  State  agency. 

0        Much  of  the  DHEW  material  did  not  relate  to  their 
State  in  terms  of  specific  needs  or  focus, 
nor  was  it  very  "impressive". 

o        States  did  not  have  the  expertise  or  money 
necessary  for  developing  their  own  outreach 
materials  for  presentation  via  the  mass  media. 

■        Very  few  of  the  television  stations  were 
willing  to  use  the  available  materials. 

©        Radio  stations  did  use  the  spot  announcements, 
but  used  them  before  6:00  A.M.  or  after  9:00 
P.M.,  a  time  frame  which  was  not  appropriate 
for  reaching  the  audience  of  interest. 

©        The  irvoact  of  ried^a  outreach  was  difficult  to 
to  assess,   and  therefore  agencies  were  reluc- 
tant to  spend  money  on  television  or  radio 
announcements . 

@      .  The  cost  of  EPSDT  brochures  or  pamphlets,  par- 
ticularly when  they  are  mailed,  was  very  high 
and  not  thought  of  as  particularly  cost  effective. 

©        Only  one  State  did  attempt  to  assess  the  impact  of 
their  media  outreach  effort.     An  information  sheet 
describing  the  EPSDT  program  was  sent  out  to  a  large 
group  of  the  eligible  population,   approximately  15 
percent  of  the  eligible  families.     A  response  form 
was  attached,  and  the  eligibles  were  requested  to 
return  it.     50  percent  of  those  families  receiving 
the  sheet  did  return  the  response  form.     Of  those 
who  did  return  it,  only  50  percent  expressed  an 
interest  in  the  program. 

The  overall  impression  was  that  the  States  had  not  implemented 
an  organized  outreach  program  even  though  they  felt  they  had  done 
so.     Local  level  EPSDT  outreach  programs  varied  greatly  in  terms  of 
specific  focus,  variety  and  intensity  of  outreach  methods,  and 
selection  of  target  populations  for  out  x  e  3  ch.     The  number  of  screen- 
ings directly  attributable  to  outreach  efforts  was  unknown. 
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IN  A DEQUA TE  HOT  IF IC A TION 

Although  cligibles  are  notified  of  the  EPSDT  program  at 
least  once  a  year,   the  notification  process  was  found  to 
be  minimal  or  confusing  to  the  eligible  population  in  the 
majority  of  States.     This  caused  many  potential  partici- 
pants to  express   "no  interest"     in  the  program  and  to  re- 
fuse screening .     In  addition,    the  notification  process  was 
frequently  utilized  to  determine  the  eligible' s  need  for 
screening  without  the  employment  of  relevant  criteria. 

Notification  is  the  first  and  probably  the  most  critical 
point  in  engaging  the  eligible  population's  participation  in  the 
EPSDT  program.     Notification  must  occur  at  least  once  a  year. 
However  it  occurred  at  least  once  every  six  months  in  the  study 
States,  when  eligibility  status  was  redetermined. 

The  majority  of  States  structured  the  oral  or  written  noti- 
fication in  a  manner  such  that  the  eligible  population  may  be 
confused  or  misdirected  regarding  the  EPSDT  program.     The  printed 
materials  sent  to  or  handed  to  the  eligibles  generally  did  not 
identify  the  EPSDT  program  as  a  coordinated  effort  offering  inte- 
grated screening,  diagnostic,  and  treatment  services.     Most  often, 
the  EPSDT  program  was  referred  to  as  a  physical  exam  or  screening 
package.     This  inferred  that  the  screening  was  isolated  from 
treatment,  or  that  the  two  were  somehow  unconnected.     This  mis- 
understanding was  further  aggravated  by  the  lack  of  congruence 
among  the  various  notification  and  outreach  materials.     It  was 
not  uncommon  to  find  two  or  three  different  names  for  the  EPSDT 
program  in  the  study  States. 

The  content  of  the  notification  letters  was  not  particularly 
informative  about  EPSDT,  not  did  it  appear  that  it  would  arouse 
very  much  interest  in  EPSDT.     All  of  the  notifications  were  terse 
and  to  the  point.     No  information  was  communicated  about  the  bene- 
fits of  the  program  in  relationship  to  the  individual  and/or  the 
family.     Further,  the  notification  material  was  judged  to  be  of 
limited  value  in  terms  of  motivating  participation  on  the  part 
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of  the  reader.     Specifically,  both  the  writing  style  and  the  format 
of  these  letters  were  not  conducive  to  generating  interest  in 
the  program. 

The  printed  notification  material  was  at  a  reading  level 
generally  considered  very  difficult  for  purposes  of  mass  commun- 
ication, namely,  the  11th  to  12th  grade  level.     A  relatively  high 
reading  level  is  contra  -  indicated .     For  example,  mass  publications 
like  Reader's  Digest  normally  edit  their  articles  at  a  sixth  to 
eighth  grade  level  or  reading  capability.     Similarly,  materials 
for  the  "Right  to  Read"  Program  were  developed  using  the  func- 
tional literarcy  definition.     According  to  this  definition, 
materials  intended  for  mass  usage  should  not  exceed  the  fifth 
grade  reading  level.     The  application  of  the  functional  literacy 
criterion   (i.e.,   fifth  and  sixth  grade  reading  capability)   in  a 
1971  Harris  Poll  showed  that  approximately  15  percent  of  persons 
over  16  years  of  age  were  functionally  illiterate.  Therefore, 
assuming  that  the  Medicaid  population  is  comparable  to  that,  found 
in  national  surveys,   the  printed  information  distributed  at  the 
time  of  notification  is  ineffectual  in  terms  of  "reaching"  a 
significant,  portion  of  the  target  population. 

In  addition,   the  printed  material  seldom  employed  drawings, 
pictures,  or  colors  as  a  technique  to  attract  readers  or  to 
explain  difficult  concepts  like  screening.     Although  some  states 
utilized  the  graphic  arts  approach,  the  majority  of  states  relied 
on  material  having  small  black  print  on  white  stock.     This  type  of 
format  does  not  attract  attention. 

Oral  notification  was  performed  by  an  intake  or  eligibility 
worker  at  the  local  level,  although  responsibilities  for  this 
function  varied  according  to  the  size  of  the  county.     In  rural 
counties  and  sparsely  populated  areas,   the  social  worker  was 
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responsible  for  oral  notification.     In  urban,  highly  populated 
areas,   several  intake  and/or  eligibility  workers  notified  the 
potential  eligible?  concerning  the  EPSDT  services.     No  signifi- 
cant variation  in  the  effectiveness  of  the  two  methods  was  noted 
by  state  officials.     In  discussions  with  the  respondents  (state 
officials)   it  was  evident  that: 

©        The  EPSDT  notification  process  was  generally 

completed  in  a  few  minutes  at  the  time  of  initial 
determination  or  redetermination  of  eligibility 
for  AFDC  or  Medicaid. 

©        Personnel  at  the  local  level  have  little  knowledge 
about  health  care  needs  in  general  or  the  EPSDT 
program  in  particular. 

©        The  amount  of  information  that  must  be  conveyed 

to  the  eligibles  made  it  impossible  for  personnel 
to  devote  much  time  to  EPSDT,  or  to  health  needs 
unless  these  needs  were  obvious. 

©        Determination  of  the  need  for  EPSDT  ser\>"ices  is  often 

left  up  to  the  eligible  without  explanation  because  the 
'program  is  "voluntary"  in  nature. 

©        Unless  the  eligible  shows  interest  in  EPSDT  at  the 
time  of  notification,   little  effort  is  made  to  re- 
notify  the  eligible  concerning  EPSDT,   until  six  months 
or  one  year  has  elapsed. 

©        Reports  of  "no  interest"  by  an  eligible  at  the 
time  of  notification  in  many  cases  did  not  nec- 
essarily reflect  a  real  lack  of  interest,  but 
an  intake  or  eligibility  worker's  determination 
of  "no  interest"  based  on  irrelevant  criteria. 
Such  criteria  included  the  enrollment  of  the 
child  in  a  school  served  by  the  public  health 
nurse  and  a  report  that  the  family  retains  a 
physician.     Neither  situation  necessarily  results 
in  adequate  medical  care. 

©        Social  service  agencies  often  construed  crisis  or 
episodic  care  to  be  adequate  medical  care.  This 
criterion  was  used  by  the  social  service  agency 
as  an  indication  that  participation  in  EPSDT  was 
unnecessary  for  the  eligible. 
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In  summary,   it  was  determined  that  many  local  agencies  used 
the  notification  process,  and  the  "no  interest"  determination, 
as  a  valve  for  controling  participation  in  the  program..  Both 
the  oral  notification  process  and  aspects  of  outreach  were 
designed,  perhaps  inadvertently,   in  such  a  way  that  the  proportion 
of  the  eligible  population  who  ultimately  were  invited  to  par- 
ticipate in  the  EPSDT  program  was  reduced.     In  other  areas,  the 
notification  process,  both  written  and  oral,  was  so  poor  or  in- 
adequate that  many  of  the  eligibles  did  not.  respond,  again  resulting 
in  a  low  rate  of  participation. 

LACK  OF  COMMITMENT  BY  .STATE  LEGISLATURES  AND  STATE  AND  LOCAL 
DEPARTMENTS  OF  SOCIAL  SERVICES  AND/OR  HEALTH 

Regardles s  of  the  fact  that  alt  of  the  States  in  the 
study  had  implemented  the  EPSDT  program  by  the  time 
of  the  site  visit,   and  that  two  of  the  States  had 
done  so  as  early  as   1971,    the  officials  and  the 
agencies  they  represent  did  not  show  that  they  had 
fully  committed  their  resource s  to  the  EPSDT  program . 

The  commitment  of  State  legislatures,  county  governments, 
and  State  and  local  agencies  is  critical  to  the  success  of  any 
human  service  program  directed  towards  a  large  diffuse  population.  In 
relation  to  other  human  service  programs,  the  EPSDT  program  is 
not  very  much  different  in  this  respect.  It  requires  strong 
support  and  commitment  since  it  requires  substantial  resources 
to  implement  and  because  it  affects  a  significant  number  of  people. 

Nevertheless,  the  majority  of  States  had  not  fully  committed 
themselves  to  the  EPSDT  program.     Specifically,   it  was  found  that: 

©        No  State  considered  the  EPSDT  program  as  a  "high 
priority"  in  relation  to  other  human  service 
programs.    Two  States  did  consider  it  a  "priority"  item. 

©        Only  two  States  had  implemented  screening 
services  prior  to  1972. 

©        Only  two  States  had  screened  more  than  30  per- 
cent of  the  eligible  population  since  implemen- 
tation. 
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©        No  State  had  more  than  one  person  assigned  full- 
time  to  the  EPSDT  program  at  the  state  agency 
level . 

©        Only  three  States  had  a  comprehensive  procedure 
manual  for  local  screening  providers. 

©        Only  one  State  had  developed  instructional 

materials  for  case-finding  or  case -management 
purposes . 

©        No  State  had  a  formalized  plan  for  implementing 
the  program  that  incorporated  specific  quanti- 
tative objectives  and  the  concomitant  strategies 
and  resource  requirements. 

a        Only  two  States  had  initiated  efforts  to  have 
health-related  administrative  support  services 
for  EPSDT  paid  for  at  the  allowable  75  percent  Federal 
Financial  Participation  (FFPJ  rate. 

The  reasons  for  this  lack  of  commitment  varied  from  State  to 
State.     However,  these  reasons  can  be  grouped  in  the  following 
manner : 

©        Perspective  -  State  officials  view  the  program 
as  a  screening  program.     Their  main  focus  is  on 
finding  acute  illness,  not  on  the  long  range 
concepts  of  optimal  utilization,  cost,  or  pre- 
vention.    Therefore,  the  impact  of  the  program 
in  their  perspective  is  limited  and  related 
primarily  to  the  short-term  objective  of  screening. 

©        Funding  -  State  officials  see  the  financial  commit- 
ment of  the  State  legislature  and  the  county 
governments   (where  counties  are  required  to  match 
state  allocations)   as  inadequate.     With  little 
prospect  of  obtaining  additional  monies,  officials 
are  reluctant  to  divert  resources  already 
utilized  by  on-going  programs  to  the  EPSDT  program. 

6        Need  -  State  officials  do  not  see  a  need  for 

improving  health  care  delivery  to  the  Medicaid 
eligible  population.     They  feel  health  care  is 
currently  readily  available  if  needed  by  the 
eligible  population.     They  also  have  no  evidence 
that  the  EPSDT  program  has  resulted  in  a  signif- 
icant number  of  referrals  for  serious  medical 
conditions.     In  their  opinion,   the  real  need 
for  the  program  can  be  estimated  by  the  number  of 
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referrals  other  than  those  for  immunization  or 
dental  care.     Since  approximately  fifty  percent 
of  the  referrals  are  for  immunization  or  dental 
care,  program  managers  are  not  convinced  that  the 
benefits  equal  or  exceed  the  cost  of  the  program. 

e        Cost  -  State  officials  reported  that  they  have  to 
work  within  a  budget  developed  either  by  the  State 
legislature  or  the  governor.     They  have  been  told 
to  keep  costs  down.     Commitment,  therefore,  to  a  new 
program  such  as  EPSDT  must  be  kept  to  a  minimum. 

©        Political  stance  -  State  officials  reported  that 
the  degree  of  commitment  varied  with  changes  in 
the  legislature  or  in  other  State  government 
offices . 

e        Future  -  State  officials  were  reluctant  to  commit 
resources  where  they  felt  that  Federal  emphasis 
would  change  in  the  short  term. 

Two  States  showed  a  relatively  strong  commitment  to  the 
EPSDT  program.     In  one  State,  the  director  of  the  Medical  Assis- 
tance Program  lobbied  effectively  for  implementation  of,  and 
funding  for,   the  EPSDT  program.     A  civil  rights  organization  was 
similarly  successful  in  the  other  State.     However,  it  was  also 
evident  that  the  levy  of  a  fiscal  penalty  of  one  percent  (AFDC) 
for  failure  to  implement  the  EPSDT  program  in  seven  States  in 
197  5  resulted  in  an  increased  commitment  to  EPSDT  by  the  other 
States.     Generally,  the  net  effect  was  the  commitment  of  resources 
barely  sufficient  to  avoid  the  penalty.     State  officials  also 
expressed  some  concern  that  recent  DHEW  policies  indicated  a 
possible  shift  in  emphasis  for  programs  such  as  EPSDT.  This 
uncertainty  was  cited  as  a  reason  for  not  committing  more  resources 
to  the  EPSDT  program. 

Overall,  the  States  in  this  study  did  not  commit  their  full 
resources  to  the  EPSDT  program.     The  commitment  encountered  was 
sufficient  to  avoid  the  imposition  of  a  penalty  or  somewhat  below 
that  level  in  the  belief  that  penalties  would  be  forthcoming  only 
if  non-compliance  was  serious  or  extreme. 
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INADEQUATE  FUNDING,  LIMITED  ALLOCATION  OF  FUNDS,  INEFFICIENT 
UTILIZATION  OF  FUNDS 


Funding  hits  been  a  major  barrier  for  the  EPSDT  pro- 
gram since  its  inception .   It  was  found  that  the  lo.ck 
of  funding  by  State  and  county  governments  is  still 
a  major  barrier  to  full  implementation  of  the  program. 
Although  Medicaid  expenditures  account  for  a  significant 
portion  of  every  State  ' s  budget,    the  amount  allocated 
to  the  EPSDT  program  is  very  small.     Those  funds  that 
were  allocated  to  the  State  agency  for  provision  of 
EPSDT  services  were  not  always  utilized  as  efficiently 
as  possible . 

The  funding  process  for  the  EPSDT  program  is  subject  to  the 
same  constraints  as  any  other  State  supported  program.  However, 
some  problems  particular  to  the  funding  of  the  EPSDT  program 
emerged  from  discussions  with  State  agency  personnel: 

©         In  only  one  State  did  the  EPSDT  program  appear  as 
a  line- item  in  the  State  budget.     Generally,  the 
EPSDT  screening  and  treatment  costs  were  included 
with  other  Medicaid  services  under  a  general  rubric 
such  as  "medical  assistance  payments."  Personnel 
costs  were  incorporated  into  an  overall  personnel 
budget.     Essentially,   the  EPSDT  program  had  no 
budget  identity  at  the  State  level. 

@        In  all  States,   other  Medicaid  services  or  related 
activities,   such  as  utilization  review,  provider 
payment,   fraud,  and  eligibility  determination 
took  precedence  over  the  EPSDT  program. 

o        In  the  overall  context  of  each  State's  financial 
operation,   the  EPSDT  program  was  a  very  small 
item.     Expenditures  on  screening  and  personnel  for 
the  EPSDT  program  accounted  for  less  than  one  tenth 
of  one  percent  of  the  typical  overall  State  buget. 
EPSDT  screenings  and  personnel  accounted  for  about 
2  to  3  percent  of  the  average  State's  Medicaid 
budget  in  the  site  State  group. 

©        The  cost  of  the  Medicaid  program  in  all  the  States 
visited  was  significant  in  terms  of  total  dollars. 
Since  this  cost  and  the  eligible  population  has  been 
increasing  each  year,  the  State  legislatures  have  tried 
to  keep  this  cost  increase  to  a  minimum.     They  have 
done  so  partly  by  minimizing  allocations  to  what  they 
feel  are  non-critical  services  or  to  newer  programs. 
The  EPSDT  program  was  viewed  as  both  and  had  suffered 
accord  ihgly . 
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©  Three  of  the  six  States  funded  EPSDT  services  through 

s up p  1  e me n t  a r y  a pp  ropr  i  a  t  i  on  m c. a  s  1 1  r e s  .     T h c  kno w  1  e d g e 
that  these  supplementary  funds  would  probably  be  avail- 
able later  in  the  fiscal  year  appeared  to  prevent  the 
development  of  a  realistic  budget.     EPSDT  service  needs 
were  not  identified  accurately  at  the  beginning  of  the 
budget  process.     Instead,  estimates  of  the  politically 
appropriate  need  for  EPSDT  services  were  made.  Since 
supplementary  funds  were  not  always  available,  the 
difference  between  appropriate  need  and  real  need  was 
not  always  met. 

•  In  those  States  visited  which  used  the  general 

fund  approach  to  program  financing,  allocation  of 
funds  to  EPSDT  was  the  lowest.     Since  no  specific 
amount  of  money  was  allocated  to  the  EPSDT  program 
under  this  system,  a  shifting  of  priorities  over 
the  fiscal  year  resulted  in  a  decrease  in  the 
monies  actually  available  for  EPSDT. 

For  most  States,  the  allocation  of  funds  to  the  EPSDT  program 
was  basically  limited  to  payment  for  screening  and  treatment  ser- 
vices.    Only  two  States  have  considered  taking  advantage  of  the 
75  percent  FFP  for  EPSDT  administrative  costs.     This  has  allowed 
these  States  to  develop  plans  to  provide  state-level  staff  to 
local  agencies  and  providers  for  technical  assistance  and  on- 
site  training.     The  other  States  visited  have  not  considered 
changing  their  administrative  staffing  and  therefore  still  rely 
heavily  on  various  components  of  existing  agencies  for  notifi- 
cation, outreach,  referral,  and  follow-up  activities.     This  has 
resulted  in  the  fragmentation  of  the  EPSDT  program  locally. 

Funds  that  were  available  to  EPSDT  were  not  always  efficiently 
utilized.     Only  one  State  had  developed  a  priority  screening 
system  whereby  those  most  in  need  of  screening  were  identified. 
Parameters  of  adequate  care  were  developed  that  distinguished 
between  persons  in  need  of  immediate  screening  and  those  who 
were  not.     Significant  efforts  were  made  to  screen  those  most 
in  need.     Although  this  system  had  several  drawbacks  due  to 
internal  constraints,   it  was  a  step  toward  efficiently  utilizing 
limited  resources. 

In  general,  the  State  agencies  did  not  systematically  inves- 
tigate factors  such  as  screening  and/or  treatment  provider 
location  and  type,  population  location  and  clustering  and  defi- 
nitions of  target  populations.     State  personnel  were  thus  unable 
to  analyze  health  care  needs  and  utilization  patterns  vis-a-vis 
these  parameters  and  to  develop  plans  for  the  maximum  utiliza- 
tion of  available  funds. 


LACK  OF  PR  PVT.  DM!  COMMITMENT,    LACK  OF  PROVIDERS 

Private  physicians ,   clinics,   and  hospitals  were  gener- 
ally, not  interested  in  providing  EPSDT  screening 
services  to  the  eligible  population,   even  though 
they  do  provide  the  majority  of  diagnosis  and  treat- 
ment services .     In  addition,    the  actual  number  of 
active  screening  providers ,   public  and  private , 
is  rather  small:     approximately  one  provider  for 
every  2,500  eligible  children.     Public  health  pro- 
viders,when  in  an  autonomous   local  health  depart- 
ment system,    have  also  been  reluctant  to  commit 
themselves  to  the  EPSDT  program.     Shortages  of 
dentists ,   ophthalmologists  and.  pediatricians  have 
affected,  the  diagnosis  and  treatment  portions  of  the 
EPSDT  program. 

Two  of  the  study  States  made  no  effort  to  involve  the  private 
medical  sector  in  EPSDT  screening  activities.     These  States  felt 
that  extensive  physician  involvement  in  screening  was  a  misutili- 
zation  of  both  the  physicians'   skill  and  time.     Although  any 
Medicaid  certified  physician  could  provide  screening  services  in 
these  States,  very  few  actually  elected  to  do  so. 

Each  of  the  other  study  States  made  some  attempt  to  recruit 
private  physicians  for  EPSDT  screening  activities.     Contacts  with 
the  private  sector  consisted  primarily  of  letters  and  medical 
assistance  bulletins  sent  to  individual  physicians  and  to  local 
medical  associations.     Personal  contact  with  these  individuals 
and/or  groups  was  also  used  in  some  cases.     Results  of  these 
efforts  proved  to  be  disappointing  to  EPSDT  State  managers. 
Efforts  to  encourage  additional  treatment  providers,  especially 
dentists,  ophthamologi sts ,  and  pediatricians,  to  participate  in 
diagnosis  and  treatment  activities  under  the  Medicaid  system  also 
yielded  disappointing  results.     State  officials  attributed  this 
lack  of  participation  to: 
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©        Physician  doubt  concerning  the  usefulness  of 
preventative  medicine  as  exemplified  by  the 
EPSDT  screening  package. 

©        General  shortage  of  certain  treatment  provider 

types   (especially  dentists  and  ophthalmologists). 

©        Physician  disinterest  in  the  Medicaid  program 
in  general  because  of  the  paperwork  required, 
the  uncertainty  of  reimbursement  or  the  rate 
of  reimbursement. 

©        A  high  percentage  of  "no  shows"  for  appointments. 

One  other  factor  was  judged  to  have  a  significant  impact  on  pri- 
vate provider  participation  in  EPSDT: 

©        No  financial  incentives  were  offered.     The  fee 
for  screening  services  and  for  additional 
treatment  services   (especially  certain  dental 
procedures)  was  established  within  the  bounds 
of  the  existing  Medicaid  rate- setting  system. 

Commitment  of  public  health  providers  to  the  EPSDT  program 
has  been  mixed.     Implementation  of  EPSDT  generally  proceeded  more 
smoothly  in  those  states  having  a  centralized  public  health 
system  (i.e.,  where  line  authority  from  the  state  to  the  local 
public  health  agency  existed) .     Lack  of  a  strong  commitment  on 
the  part  of  the  public  providers  was  reported  to  result  from: 

©        Objections  to  screening  only  the  Medicaid 
eligible  population. 

e        Objections  to  performing  extensive  outreach 
and  follow-up  by  the  public  health  nurses. 

e        Difficulty  in  becoming  licensed  as  a  Medicaid 
provider . 

©        Perceived  duplication  of  services  by  various 

health  programs  such  as  well-child  and  well-baby 
clinics  and  school  health  programs. 
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Ill  ADEQUATE  HEALTH  EDUCATION  AND  TRAINING 


It  was  found  that  many  members  of  state   legislatures  and 
program  staff  had  little  knowledge  of  preventative 
medical  care,   comprehensive  health  care}    or  health  care 
planning .      In  addition >    little  effort  was  underway  to 
educate  the  eligible  population  about  preventative 
health  care  or  the  optimal  utilization  of  existing  health 
care  programs . 

State  officials  reported  that  health  education  and  training 
programs  were  not  extensively  used  in  promoting  the  EPSDT  program. 
Specifically: 

©        No  State  EPSDT  agency  had  developed  a  health 
education  program  stressing  the  benefits  of 
preventative  and  comprehensive  medical  care  for 
use  with  the  entire  eligible  population. 

o        No  State  agency  made  an  effort  to  provide  school 
health  education  programs  with  information  on 
the  EPSDT  program. 

e        No  State  agency  showed  that  it  had  developed 

educational  or  training  materials  for  professional 
or  citizens'  groups. 

•  No  State  indicated  that  it  had  developed  continuous 
ongoing  educational  or  informational  programs  for 
EPSDT  providers. 

©        Only  three  States  supplied  local  providers  with 
EPSDT  operations  manuals. 

Program  personnel  also  indicated  that  county  intake,  eligibi- 
lity and  social  service  workers  did  not  receive  sufficient  trainin 
in  health  care.     These  persons  were,   therefore,  unable  to  effec- 
tively assist  the  eligible  population  in  assessing  and  meeting 
their  health  care  needs. 

A  review  of  the  information  obtained  from  EPSDT  program  per- 
sonnel suggests  several  reasons  for  the  lack  of  educational  progra 

•  Departments  of  Social  Service  do  not  have  the 
resources  necessary  to  develop  educational  and 
training  material. 


©      •  Departments  of  Social  Service  do  not  see  health 
education  and  training  as  a  priority  within  the 
EPSDT  program.     Most  of  their  efforts  were  focused 
on  providing  screening  services. 

@        Departments  of  Social  Service  have  traditionally 

supplied  social  services  to  the  eligible  population 
without  educating  or  training  them  to  utilize 
these  resources  in  the  most  efficient  manner 
possible . 

e        Providers  have  traditionally  provided  medical 
treatment  without  education  or  training  in  how 
to  utilize  their  services. 

•  School  systems  have  only  recently  started  to  offer 
health  courses.     These  courses,  however,  do  not 
focus  on  utilization  of  health  care  or  the  delivery 
system. 

©        Departments  of  Social  Service  have  not  traditionally 
attracted  personnel  with  health  care  backgrounds  or 
training . 

•  A  good  basic  program  on  health  care  utilization 
for  the  population  has  not  been  developed. 

In  addition  to  these  factors,  State  officials  reported  that 
national,  state,   and  county  medical  societies  had  endorsed  con- 
cepts such  as  comprehensive  care  and  preventative  care,  but  that 
most  physicians  and  dentists  did  not  appear  to  understand  the 
meaning  of  these  concepts  or  felt  that  they  had  no  real  value. 
Without  agreement  on  the  value  and  meaning  of  preventative  medical 
care  by  those  in  the  medical  profession,   education  of  the  general 
population  in  health  care  practices  cannot  proceed. 

RECIPIENT  APATHY  AND  LACK  OF  UNDERSTANDING 

Statistics  from  the  study  states  showed  that  10  to  20 
percent  of  the  eligible  population  notified  of  the 
EPSDT  program  expressed  no  interest  in  the  program  or 
its  benefits .     In  addition 3   as  many  as  25  percent  of 
the  eligibles  scheduled  for  screening  failed  to  keep 
their  appointments.     In  many  other  cases,    the  eligibles 
perceived  episodic  and  crisis  medical  care  as  adequate 
or  as  all-encompassing . 
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Proponents  of  the  original  EPSDT  legislation  in  1967, 
including  Dllliiv  and  President  Lyndon  Johnson,  saw  a  great  need 
for  a  health  progain  such  as  EPSDT*.     Estimates  of  the  need  for 
EPSDT  varied  from  one  million  to  thirteen  million  children.  The 
problem  creating  the  need  was  seen  as  primarily  one  of  not  delivering 
health  care  to  children  early  enough  and  frequently  enough.* 

In  contrast  to  the  views  of  the  early  proponents  of  EPSDT, 
State  officials  have  not  seen  a  great  need  for  the  EPSDT  program. 
Neither  do  they  feel  the  problem  of  child  health  care  has  neces- 
sarily been  one  of  delivery.     Instead,  State  officials  feel  that 
the  negative  or  neutral  attitude  of  the  eligible  population  is 
the  most  significant  or  one  of  the  most  signicant  factors  for 
the  low  utilization  rates  and  the  high  "no  show"  rates.  The 
primary  reasons  cited  for  this  lack  of  participation  by  the  eligible 
population  were: 

€»        Parents  of  eligible  children  perceive  the  need 
for  health  care  only  in  relation  to  current 
serious  medical  problems.     There  is  no  felt  need 
for  preventative  medical  services  such  as  EPSDT. 
This  appears  particularly  true  for  families  with 
school- age  children  who  are  receiving  some  health 
care  through  the  school  system  and  for  families 
with  children  at  an  age  where  the  incidence  of 
disease  is  low. 

©        The  parent  of  the  eligible  or  the  eligible  con- 
siders food,  shelter,  clothing,  education,  and 
transportation  as  more  important  than  preventative 
health  care. 

©        The  benefits  of  early  detection  of  medical  problems 
are  not  understood  or  are  minimized  with  the 
belief  that  such  problems  can  be  easily  cared 
for  at  a  later  date. 


*  Legislative  History  of  Early  and  Periodic  Screening,  Diagnosis 
and  Treatment  Program  for  Children  Under  Medicaid,  DHEW,  MSA/ 
SRS,  January,   19  73 


*  Remarks  bv  the  Honorable  Casper  Weinberger  Secretary  of  Health, 
Education,  and  Welfare,  EPSDT  Conference,  Washington,  D.C., 
August  9,  1974 
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State  officials  noted  that,   although  these  attitudes  were 
not  limited  to  EPSDT  eligible,  they  seemed  more  prevalent  and 
stronger  in  this  segment  of  the  general  population. 

Evidence  from  the  site  visits  also  indicated  that  external 
factors  contributed  to  the  lack  of  understanding  of  the  program 
by  the  eligibles.     Such  factors  include  inadequate  notification 
letters,  confusing  verbal  explanations,  and  insufficient  or  poorly 
handled  outreach  activities. 

LACK  OF  COORDINATION  BETWEEN  AGENCIES  AND /OR  PROVIDERS 

Given  the  range  of  services  required  to  successfully 
implement  the  EPSDT  program,   coordination  within  state 
agencies  and  between  various  agencies  and  providers 
offering  health  care  or  related  services  should  occur 
on  a  timely  basis.     In  the  majority  of  states,    however 3 
very   little  coordination  existed  within  state  o.gencies 3 
or  between  agencies  and  programs 3    such  as  well-bo.by 
clinics  and  school  health  programs.     These  programs 
have  strongly  resisted  any  efforts  to  coordinate  their 
activities  with  the  EPSDT  program. 

Every  State    official  that  was  interviewed  felt  that  if  pedia- 
tricians, the  Department  of  Education,   and  the  Department  of  Social 
Service  could  coordinate  their  efforts  in  a  reasonably  efficient 
manner,  90  to  95  percent  of  the  eligible  population  would  receive 
a  screening  in  one  year.     The  pediatric  programs,   if  modified, 
would  be  able  to  serve  about  50  percent  of  the  under  six  age  group. 
School  health  programs  could  screen  95  percent  of  the  children 
six  through  18  years  of  age.     If  necessary,  a  limited  EPSDT  program 
could  cover  those  children  overlooked  by  these  programs. 

However,   the  efforts  of  the  States  to  coordinate  these  various 
screening  and  health  programs  have  been  unsuccessful.     State  EPSDT 
officials  cite  the  following  problems: 

<?        Nongovernmental/non-profit  pediatric  programs 
were  reluctant  to  become  entirely  dependent 
on  Federal  and  State  funding.     Such  dependency 
was  viewed  as  a  drawback. 
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•        Pediatricians  were  reluctant  to  associate  their 

practice  with  a  social  health  program,  presumably 
the  responsibility  of  the  public  sector. 

o        State  and  local  governmental  providers,  such  as 
well-baby  clinics,  directed  by  local  health 
departments,  did  not  wish  to  become  extensively 
involved  unless  screening  was  made  available  to 
every  child,  regardless  of  eligibility  for  Medicaid. 

©        School  health  program  officials  did  not  want  to 

coordinate  their  activities  with  the  EPSDT  program 
if  the  program  would  somehow  identify  those  children 
eligible  for  Medicaid. 

©        All  providers  anticipated  that  coordination  with  the 
EPSDT  program  would  require  additional  paperwork 
and  forms  processing,  budget  and  cost  control 
measures,   and  changes  in  the  scope  of  their  screening 
packages.     Each  area  is  very  controversial. 

A  lack  of  coordination  was  also  found  to  exist  between  the 
Medicaid  agency,  their  local  agencies,  and  professional  health 
associations,  medical  and  dental  societies,  medical  and  dental 
schools,  and  other  voluntary  health  agencies.     Coordination  among 
these  agencies  was  generally  very  poor  before  EPSDT.     Although  a 
great  deal  of  time  and  effort  was  expended  in  attempting  to  coordi- 
nate the  services  of  these  groups,  cooperation  with  the  EPSDT 
program  was  still  very  low.     Several  important  factors  contributed 
to  this  low  level  of  coordination: 

©        Local  social  service  agencies  often  acted  indepen- 
dently of  the  State  agency. 

o        Channels  of  communication  were  generally  very  formal 
between  the  State  agency  and  other  programs.  The 
State  agency  tended  to  use  its  position  rather  than 
personal  rapport  to  develop  a  basis  for  communication. 

©        Coordination  of  activities  among  the  agencies  and 

programs  was  an  infrequent  occurrence.     Little  pre- 
cedence for  cooperation  existed,  and  this  hampered 
new  efforts  to  consolidate  services. 

®        Traditionally,   the  Departments  of  Social  Service 

worked  through  the  public  sector  and  the  Department 
of  Health.     Working  relationships  into  the  private 
medical  sector  were  non-existent  or  very  limited. 
Also,   the  expertise  of  the  Department  of  Social 
Service  in  health-related  matters  was  questioned 
by  other  health- care  providers. 

t        Technical  assistance  provided  by  the  State  agency 

to  the  local  social  service  agencies  was  infrequent 
or  inadequate. 
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©        Coordination  of  outreach,   referral,   and  follow-up 
activities  performed  by  more  than  one  local 
agency  largely  depended  on  the  flow  of  information 
from  the  State   EPSDT  office.     Slow  computer  turn- 
around time  has  resulted  in  delays  of  up  to  six- 
months  for  f  o.l  low  up  of  referrals. 

FRA  GMFIITA  T 1  ON  OF  SERVICES 

The  amendment  to  the  Social  Security  Act  that  created 
the  EPSDT  program  clearly  emphasizes  that  the  eligible 
population  should  have  access  to  a  coordinated,  inte- 
grated evaluation  process  and  health  care  system.  None 
of  the  States  surveyed,  had  developed  or  were  utilizing 
a  fully  coordinated  system  of  comprehensive  care  services. 
Providers  who  could,  supply  integrated  services  in  part, 
such  as  HMOs,   pediatricians ,   family /general  practioners , 
primary  care  group  practices  or  clinics,   ayid  organized 
outpatient  departments  within  hospitals  accounted  for 
less  than  10  percent  of  the  screening  and  about  50  percent 
of  the  referred  treatment.     More  importantly ,   none  of  the 
States  surveyed  had  emphasized  the  provision  of  screening , 
diagnosis ,   and  treatment  in  a  comprehensive  care  setting. 

The  formulation  of  the  EPSDT  program  was  a  conscious  effort 
to  prevent,  or  at  least  reduce,  the  fragmentation  of  health  care 
services.     Ideally,   to  carry  out  the  intent  of  the  EPSDT  program, 
the  single  State  agency  responsible  for  the  program  would  provide 
screening  and  treatment  services  as  an  integral  part  of  continuing 
preventative  health  care.     The  optimal  setting  would  be  a  compre- 
hensive health  care  setting  where  preventative  services  such  as 
screening,   treatment,  of  acute  illness,  and  management  of  a  wide 
range  of  continuing  health  problems  could  occur  in  a  single 
setting.*     The  results  of  the  six  site  visits  indicated  that  the 
State  agencies  did  not  attempt  to  restructure  or  refine  the  existing 
health  delivery  system,     Instead,  State  agencies  maintained  the 
existing  fragmented  system.     They  relied  on  local  public  health 
departments  or  non-profit  health  agencies  to  provide  screening, 
physicians  and  dentists  to  provide  treatment,   and  local  social 
service  agencies  or  public  health  departments  to  do  case  finding  ' 
and  case  management.     The  provision  of  EPSDT  services  was  found 
to  be  similar  to  the  provision  of  these  services  before  1968. 


*  A  Guide  to  Scree n i n g  EPS PT  Med i c aid,   DREW  and  American  Academy 
o  f  Pe 3  l  a t  r  I cs  ~  J u n  c  ,  ~lWj  4  . 
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The  site  visits  showed  that: 


©        No  State  had  developed  a  formal  plan  to  achieve  an 
integrated  or  comprehensive  health  service  system. 

e        Four  States  relied  primarily  on  the  public  health 
department  to  provide  screening,  but  on  other  pro- 
viders to  provide  treatment  subsequent  to  the 
screening . 

3        Two  of  the  four  public  health  States  did  attempt 
to  interest  comprehensive  care  providers  in  the 
screening  portion  of  the  program.     In  one  State, 
recruitment  was  done  for  those  few  areas  that  did 
not  have  a  local  public  health  department.     It  proved 
successful.     In  the  other  State,  comprehensive  care 
providers  were  recruited,  but  the  results  of  the 
recruitment  were  very  poor.     It  was  difficult  in  the 
poor  response  State  to  assess  the  reason  for  the 
lack  of  interest. 

©        Only  twro  States  were  actively  encouraging  or  w^ere 
presently  utilizing  providers  for  screening  who 
could  provide  comprehensive  care  services.     In  one 
State  these  providers  performed  about  40  percent  of 
the  screenings.     In  the  other  State,  comprehensive 
care  providers  did  about  75  percent  of  the  screenings. 

©        In  four  States,  case  findings  and  case  management 
activities  were  divided  between  social  service 
agencies,  public  health  departments,  and  providers. 
In  no  State  were  these  activities  completely 
integrated. 

©        No  State  had  done  a  pilot  study  to  determine  the 

effectiveness  of  providing  comprehensive  care  versus 
traditional  health  delivery. 

Fragmentation  of  EPSDT  services  resulted  largely  from  the 
emphasis  by  the  States  on  screening  activities.     This  led  to  an 
organizational  form  stressing  the  use  of  public  health  departments 
for  screening  purposes.     Since  most  of  the  local  public  health 
departments  do  not  retain  the  services  of  a  physician  or  of  a 
dentist,  treatment  referrals  must  be  made  to  private  physicians 
and  dentists  except  for  immunization. 
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Several  effects  of  this  fragmentation  were  noted  by  State 
EPSD'f  personnel: 


9        Screening  providers  and  local  social  services 
agencies  lost  psychological  impact  with  the 
client  whesn  treatment  was  not  available  imme- 
diately after  detection  of  a  possible  medical 
problem. 

e        Increases  in  the  time  lag  between  screening  and 
treatment  decrease  the  likelihood  of  treatment. 
One  State  found  that  only  50  percent  of  persons 
requiring  treatment  actually  sought  out  and 
received  treatment. 

%        Complete  medical  records  for  screening,  diagnosis, 
and  treatment  existed  only  for  those  children 
seen  by  providers  who  operated  in  a  comprehensive 
care  setting. 

©        Proper  referral  and  follow-up  procedures  often 

became  disjointed.     The  ability  to  trace  clients 
through  the  entire  health  system  was  never 
adequately  developed. 

The  problem  of  fragmented  services  is  not  something  that 
lends  itself  to  an  easy  analysis.     Integrated  provision  of 
services  generally  does  not  exist  in  the  health  care  field 
except  under  unusual  circumstances.     The  problem  for  health  is 
apparently  one  of  tradition.     Public  health  departments  have  not 
tried  to  develop  an  integrated  network  of  comprehensive  health 
care  services.     With  the  private  provider  relying  on  the  existing 
pattern  of  episodic  crisis  care,   fragmentation  of  services  has 
become  a  severe  obstacle  to  providing  timely  health  care.  State 
agencies  have  simply  not  taken  the  initiative  to  change  the  situation. 


INADEQUATE  MANAGEMENT  INFORMATION  SYSTEMS 

With  the  inception  of  the  EPSDT  program^  information 
systems  have  been  developed  to  generate  the  data 
required  by  the  Federal  guidelines .     However 3  these 
systems  have  not  provided  the  data  necessary  for 
analyzing  the  effectiveness  of  the  entire  program  or 
for  making  management  decisions  relative  to  the  program's 
efficiency .     State  EPSDT  administrators  have  no 
definitive  way  of  determining  the  impact  of  a  particular 
component  of  the  program.     Information  concerning  the 
relationship  between  screening  and  the  treatment  related 
to  that  screening   is  non-existent . 


The  information  required  by  the  Federal  Guidelines  on  EPSDT 
provides  a  limited  view  of  the  program  at  the  macro  level.  The 
monthly  report   (NCSS  120)   requests  the  following  information: 


e 

»  i 

the 

number  of  children  screened 

the 

number  of  referrals  for  eye  problems 

e 

the 

number  of  referrals  for  hearing  deficiencies 

© 

the 

number  of  referrals  for  dental  problems 

© 

the 

number  of  referrals  for  sickle  cell  anemia 

© 

the 

number  of  referrals  for  lead  poisoning 

z 

the 

number  of  referrals  for  all  other  conditions 

© 

the 

number  with  no  referrable  conditions  uncovered  or 

suspected  during  screening 

e 

total  payments  for  screening  services 

This  information  is  useful,  but  it  does  not  provide  the  in- 
formation necessary  for  the  analysis  and  evaluation  of  the  effec- 
tiveness of  the  EPSDT  program.     From  the  discussions  with  State 
officials  concerning  the  present  data  requirements  for  NCSS  120, 
it  was  evident  that  the  majority  of  States  did  not  have  a  manage- 
ment system  adequate  for  program  administration  and  policy  formu- 
lation purposes.     Specifically,  the  site  visits  revealed  the 
following : 

@  All  States  had  developed  and  implemented  a  data 
system  to  provide  the  data  required  for  minimal 
compliance  with  Federal  report  NCSS  120. 

©        Two  States  had  developed  information  capabilities 
beyond  these  requirements;  one  state  had  attempted 
to  develop  additional  capabilities,  but  was  not 
successful;  and  three  states  had  not  attempted 
to  develop  more  complex  information  systems. 

©        No    tate  had  implemented  a  data  system  which  could 
establish  a  health  care  history  for  each  child 
which  detailed  screening  tests  provided,  conditions 
uncovered,  results  of  diagnosis,  and  services 
rendered  (by  condition) . 
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©        No  State  had  implemented  a  data  system  that  would 
provide  a  detailed  analysis  of  costs  and  benefits 
of  the  screening  program  in  terms  of:     cost  of 
screening,  conditions  uncovered,  treatment  received 
(by  condition),  cost  of  treatment,  and  treatment 
needed,  but  not  available  under  the   State  plan. 

©        All  State  officials  felt  that  the  information 

required  by  the  Federal  reporting  requirement  was 
useful   in  assessing  those  medical  problems  requiring 
referral . 

©        Three  State  officials  felt  that  utilization  of  NCSS  120 
information  without  additional  references  could 
result  in  the  false  impression  that  some  State 
programs  were  successfully  screening  eligibles 
while  others  were  not. 

©        No  State  official  could  determine  the  impact  of 

the  EPSDT  program  on  the  health  care  needs  of  the 
eligible  population  from  the  information  that  was 
available . 

The  lack  of  an  effective  management  information  system  resulted 
largely  from  the  use  of  the  existing  Medicaid  program  information 
system.     It  was  found  that: 

o        The  costs  of  developing  and  implementing  a  manage- 
ment information  system  specifically  for  EPSDT 
is  high. 

©        Many  of  the  Medicaid  information  systems  were 

designed  in  such  a  manner  that  additions  to  the 
system  were  difficult  to  incorporate  at  a  later 
date.     Since  the  EPSDT  programs  followed  the 
development  of  the  Medicaid  information  systems, 
it  was  constrained  by  the  limitations  of  these 
systems. 

•        The  computer  capabilities  of  most  State  Medicaid 
programs  at  the  time  of  EPSDT  implementation  in 
1972-1975  were  very  limited.     Many  states  thus 
contracted  out  for  computer- related  services. 
This  in  turn  created  more  problems  as  information 
needs  changed. 

©        A  sound  and  effective  manual  information  system 
is  a  prerequisite  to  the  development  of  a  com- 
puterized management  information  system.  Most 
States  had  established  a  manual  system  for  EPSDT, 
but  in  general   it  was  not  easily  adaptable  to 
computerized  processing  techniques. 
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■        The  computerized  processing  of  information  requires 
the  design  of  special  forms  and  the  development  of 
paper  flow  patterns  responsive  to  limited  time 
constraints.     A  considerable  amount  of  time  is 
needed  to  develop  the  proper  forms  that  will  pro- 
vide a  quick  turnaround  of  information.  System 
programmers  knowledgeable  of  the  entire  system  and 
administrators  capable  of  changing  the  system  arc 
also  desirable.     In  many  states,  the  manpower 
resources  available  for  these  functions  were  far 
from  optimal. 

t<        The  amount  of  data  transmitted  through  the  system, 
the  accuracy  required  and  the  amount  of  tracking  on 
a  client- specif ic  basis  posed  a  serious  problem. 
The  client- specif ic  data  needs  of  EPSDT  are  not 
easily  integrated  into  the  macro  program  information 
systems  that  are  currently  in  use  by  the  States. 
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III.   CLASSIFICATION  OF  MAJOR  BARRIERS 
BY  TYPE  A.N D  BY  ORIGIN 


The  following  section  presents  the  major  barriers  classified 
according  to  type  and  origin. 

The  types  utilized  in  the  classification  are  broken  down 
into  the  following  categories: 


Legal  -  those  barriers  relating  to  restrictive 
legal,  legislative,  or  administrative  codes 


e        Financial  -  those  barriers  involving  a  low  rate 
of  reimbursement,   funding,   or  budgeting 

©        Facility  -  those  barriers  relating  to  poor  equipment, 
buildings,  or  location 

©        Commitment  -  those  barriers  resulting  from  a  lack 
of  interest,   initiative,   or  involvement 

e        Manpower  -  those  barriers  relating  to  inadequate 
staffing,  personnel,   or  training 

©        Administrative  -  those  barriers  resulting  from 
negative  or  deficient  coordination,  management, 
or  policy  making 

The  origins  utilized  in  the  classification  are  separated  into 
the  following  categories: 

e        Local  -  county  board  of  supervisors,   the  local 
social  service  agency,  or  other  agencies  at  the 
local  level  responsible  for  program  administration 
and  operation 
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■        State  -  State  agency  responsible  for  the  a d ™ i n i s t r a t i o n 
of  the  EPSDT  program  at  the  State  level  whether  Social 
Service,  Welfare,  Health,  or  Maternal  and  Child  Health; 
any  bureau,  division,  department,  or  section  within 
those  agencies  that  have  program  responsibility  in 
some  way  for  EPSDT;   and  the     tate  legislature  and 
governor's  office 

e        Region  -  the  section  of  DHEW  at  the  regional  office 

level  responsible  for  assisting  states  in  implementing 
the  EPSDT  program 

0        Federal  -  Social  and  Rehabilitation  Service,  Medical 
Services  Administration,  and  other  central  DHEW 
agencies 

©        Recipient  -  eligible  population  (Medicaid  eligible 
children  under  21  years  of  age) 

e        Provider  -  state  and  local  governmental   (public  health 
departments,   state,  district,   county,  city;   city  and 
county  hospitals);  non-governmental  not-for-profit 
(community  hospitals,  visiting  nurse  associations, 
neighborhood  or  community  health  centers  or  clinics, 
H.M.O.'s);   for-profit,    (physicians,   dentists,  group 
practice  corporations) 

The  major  barriers  were  classified  using  the  above  cate- 
gories.    It  is.  important  to  note  that  the  types  and  origins  for 
each  barrier  are  placed  in  order  of  importance.     Thus,   the  first 
type  and  origin  noted  for  a  barrier  is  considered  primary,  the 
second  is  considered  secondary,  etc.     The  barriers  were  classi- 
fied as  follows : 
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Bn  r r i e r 

Type 

Origin 

Inadequate  not  i  l"i  cat  ion 

commitment 

a  d  m  i  n  i  s  t  r  a  t  i  v  e 

manpowe r 

state  agency 
count)'  agency 

(social  service) 

Inadequate  outreach 

commitment 
administrative 
financial 
manpowe  r 

state  agency 
county  agency 

(social  service) 
providers 

Lack  of  commitment 
by  state  legislature, 
and  state  and  county 
agenci  es 

financial 
commitment 

state  legislature 
county  boards  of 

supervisors 
state  agency 
county  agency 

(social  service) 

Inadequate  funding, 
Limited  allocation  of 
funds,  inefficient 
Ut 1 1  i  za t" i  an   nf   f  i i n d  ^ 

f  inane  ial 
commitment 

state  legislature 
county  boards  of 
supervisors 

Provider  apathy, 
lack  of  providers 

f i  nanc  ial 
commi  tment 
administrative 

providers 
state  agency 
county  agency 

recipients 

Recipient  apathy, 
lack  of  understanding 

commi  tment 
financial 
manpower 
administrative 

county  agency 

(social  service) 
state  agency 
recipients 

Inadequate  health 
education  and 
tra  i  ning 

commitment 
financial 
manpower 
administration 

recipients 
state  agency 
county  agency 

(social  service) 
providers 
recipients 

Lack  of  coordination 
between  agencies  and/or 
providers,  inadequate 
management  of  program 

administration 
commitment 
financial 
manpower 

state  agency 
county  agency 

(social  service) 
providers 

Fragmentation  of 
services 

c  o  m  m i tment 
administration 

Malt     c  t  U  11L  T 

"  providers 

Inadequate  manage me n t 
information  systems 

commi  t  mcnt 
adm i  n  i  s t  ra  t  ion 
mannowe  r 

state  agency 

FIGURE  i:     CLASSIFICATION  OF  BARRIER 


In  reviewing  the  classification  of  barriers  by  type  and 
origin,  several  things  should  be  noted; 

®        The  assessment  and  site  visits  focused  on  the  State 
agency  responsible  for  the  administration  and  opera- 
tion of  the  program.     The  assessment  did  not  involve 
providers,   recipients,  or  federal  agencies.  This 
limited  focus  is  reflected  to  some  extent  in  the 
findings  regarding  the  origin  of  the  barriers.     With  a 
different  or  multiple  focus,  the  results  may  have  been 
different . 

©        Utilizing  a  specific  "type"  category  to  classify  a 

barrier  was  rather  difficult  since  many  of  the  barriers 
and  types  of  barriers  were  defined  in  the  same  terms. 
A  good  example  is  the  "lack  of  commitment"  barrier  and 
"commitment"  barrier  type.     However,   a  more  specific 
classification  was  not  found. 

©        The  State  agency  responsible  for  the  administration 
of  the  program  was  found  to  be  the  primary  origin  of 
five  of  the  barriers  and  a  secondary  origin  of  three 
other  barriers.     In  one  State  this  agency  was  the 
Department  of  Health,   in  a  second  State  it  was  a 
combination  of  Health  and  Social  Services,   and  in  the 
remaining  States  it  was  the  Department  of  Social  Ser- 
vices.    Nothing  was  found  that  would  indicate  whether 
, one  particular  type  of  agency  or  organization  was 
better  than  any  other.     Each  State  agency  distributed 
responsibility  for  the  EPSDT  program  among  several 
bureau,  departments,  or  divisions. 

&        The  primary  origin  for  two  other  barriers  was  the 

State  legislature.     The  impact  of  the  State  legislature 
was  underestimated  at  the  beginning  of  the  assessment. 
However,   it  became  very  clear  that  approval  of  the 
Medicaid  program  and  the  EPSDT  program  came  from  the 
State  legislature  and  depended  on  their  willingness  to 
allocate  funds.     They  were  seen  as  the  most  influential 
factor  or  group  in  deciding  the  overall  "tone"  of  the 
program  at  the  State  level.     In  many  States,  the  influ- 
ence of  a  health  committee  within  the  legislature  or 
of  a  few  senators  or  representatives  was  sufficient  to 
sway  the  legislature  in  support  or  non-support  of  the 
EPSDT  program.     The  governor's  office  also  constituted 
a  potential  origin  of  some  of  the  barriers.     In  general, 
however,  the  influence  of  the  governor  was  limited  to 
his  appointment  powers  and  to  specific  areas  of  influ- 
ence over  the  State  legislature. 
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Providers  proved  to  be  the  primary  origin  of 
only  one  barrier,   that  of  provider  apathy. 
Because  the  terms  used  to  classify  providers  varied 
from  State  to  State,   it  was  difficult  to  group 
providers  into  homogeneous  categories  and,  con- 
sequently, to  determine  if  the  problem  originated 
with  the  "public"  or  "private"  provider. 

Commitment  was  the  primary  type  for  six  of  the 
barriers.     A  lack  of  commitment  permeated  the 
entire  program  at  the  State  and  local  level. 
However,  a  wider  variation  in  commitment  existed 
at  the  local  level  than  at  the  State  level.  Some 
local  areas  were  highly  committed  to  the  EPSDT 
program  and  were  doing  an  outstanding  job  in 
implementing  the  program.     However,  most  State 
agencies  did  not  analyze  these  outstanding  local 
efforts  nor  attempt  to  apply  them  across  the  tate. 
At  the  State  level,  commitment  was  uniformly  poor. 

Three  of  the  barriers  were  primarily  financial 
in  nature.     Most  states  allocated  funds  to  screen 
only  20  to  25  percent  of  the  eligible  population 
Funding  was  not  provided  for  health-related 
administrative  support  services  in  any  State.  No 
State  provided  special  financial  incentives  that 
wTould  attract  a  greater  number  of  private  phy- 
sicians to  the  EPSDT  program. 
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IV.     ASSESSMENT  OF  MAJOR  BARRIERS 
ACCORDING  TO  IMPACT 


Since  it  was  important,  not  only  to  identify  and  classify 
the  major  barriers,  but  also  to  determine  impact  variation  among 
the  barriers,   State  officials  were  questioned  about  differences 
in  barrier  impact.     The  State  officials  reported  that  some  barriers 
did  have  more  impact  than  others,  but  that  this  difference  was 
difficult  to  quantify  for  the  following  reasons: 

q        Accurate  data  over  a  sufficient  period  of  time  was 
•    not  available. 

©        The  impact  of  a  particular  barrier  was  difficult  to 
isolate  from  the  related  impact  of  other  barriers. 

g        The  context  in  which  the  barriers  occurred,  varied 
from  locality  to  locality  and  from  State  to  State. 

However,  the  State  officials  felt  that  it  was  nossible  to 
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estimate  variations  in  impact.     Therefore,   the  following  method- 
ology was  developed  and  utilized  to  rank  the  barriers  in  order 
of  estimated  impact. 

First,  two  primary  criteria  and  two  secondary  criteria  were 
chosen  to  judge  impact.     The  two  primary  criteria  were: 

©        Impact  on  the  level  of  expenditures  for  the  EPSDT 
program 

©        Impact  on  the  number  of  eligibles  receiving  screening 

and  treatment  services 

Two  secondary  criteria  would  be  used  in  case  of  an  equal  primary 
ranking.     These  secondary  criteria  were: 
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©        Impact  on  program  components  within  the  EPSDT  system 
©        Impact  on  age  groups  of  the  eligible  population 

Levels  of  impact  within  each  of  the  criteria  were  established 
so  that  a  high,  medium,  and  low  impact  could  be  estimated  for  each 
barrier.     To  determine  the  levels  of  variance  within  each  criterion, 
each  criterion  was  analyzed  in  detail.     This  analysis  is  summarized 
below. 

©        Expenditures  -  Since  some  barriers  affected  a  greater 
amount  of  financial  expenditures  than  other  barriers , 
it  was  necessary  to  distinguish  the  severity  of  the  dol- 
lar impact  for  each  barrier.     Those  barriers  that 
affected  more  than  2  5  percent  of  the  expenditure  level 
for  the  program  were  considered  to  have  a  major  impact. 
Barriers  affecting  less  than  25  percent  but  more  than 
10  percent  of  expenditures  were  classified  as  having 
medium  impact.     Low  impact  barriers  were  those  affect- 
ing less  than  10  percent  of  program  expenditures. 

©        Participation  -  some  barriers  impacted  more  of  the 
eligible  population  than  others.     Therefore,  a  dis- 
tinction was  made  concerning  the  impact  of  a  barrier 
upon  the  population.     Essentially,  a  barrier  affecting 
over  2  5  percent  of  the  eligible  population  was  con- 
sidered highly  important;     a  barrier  affecting  10 
percent  to  2  5  percent  was  a  medium  importance;  and 
a  barrier  affecting  less  than  10  percent  of  the  eligible 
population  was  categorized  as  a  low  impact  one. 

©        Component  -  while  each  component  part  of  the  EPSDT 
program  is  vital  to  its  overall  success,  unless  a 
child  is  notified,  outreached,   and  screened  a  child 
cannot  take  advantage  of  the  diagnostic  or  treatment 
services.     Therefore,   those  barriers  that  affected  this 
aspect  of  the  EPSDT  program  were  considered  to  have 
the  greatest  impact.     Those  barriers  affecting  diagnosis 
or  treatment  had  a  medium  impact,  while  those  affecting 
case  management  and  administration  had  a  low  impact. 

&        Age  -  since  the  EPSDT  program  can  have  a  greater  impact 
on  those  children  under  the  age  of  six,  a  barrier 
affecting  provision  of  service  to  those  children  would 
be  the  most  important  in  terms  of  its  influence.  A 
barrier  affecting  those  children  from  the  ages  of  six 
through  18  would  be  considered  to  have  a  medium  impact, 
while  those  barriers  affecting  children  in  the  18 
through  21   age  group  would  have  a  low  impact. 
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The  barriers  were  then  ranked  according  to  their  estimated 
impact  in  relationship  to  the  other  barriers.     The  preliminary 
ranking  of  the  barriers,  utilizing  only  the  primary  criteria, 
resulted  in  the  hierarchy  seen  below. 


Major  Barrier 

Rank 

Inadequate  notification 

1 

Inadequate  outreach 

1 

Lack  of  commitment 

I 

Inadequate  funding 

1 

Provider  apathy 

5 

Inadequate  health  education 

5 

Recipient  apathy 

7 

Lack  of  coordination 

8 

Fragmentation  of  services 

9 

Inadequate  management  information  system 

10 

FIGURE  2:     PRELIMINARY  RANKING  OF  BARRIERS  BY  ESTIMATED 
IMPACT 


Three  observations  can  be  made  about  the  preliminary  ranking. 
For  one  thing,   the  barriers  fell   into  three  basic  groups.  The 
lack  of  notification,  outreach,  commitment,  and  funding  were  the 
most  significant  barriers.     Each  of  these  barriers  had  a  very  high 
impart  on  the  level  of  expenditures  and  also  on  the  number  of 
eligibles  receiving  service.     The  second  group  consisted  of  pro- 
vider apathy  and  inadequate  health  education.     This  group's 
impact  was  considered  high  in  terms  of  the  level  of  expendi- 
tures affected  and  in  terms  of  the  number  of  eligibles  receiving 
service,  but  less  than  that  of  the  first  four  barriers.     The  third 
group  was  made  up  of  the  following  barriers:     recipients  apathy, 
lack  of  coordination,  fragmentation  of  services,  and  inadequate 
management  information  system.     These  barriers  were  ranked  at 
the  bottom  of  the  hierarchy  because  of  their  medium  impact  on 
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financial  expenditures  and  medium  impact  on  the  eligible  popula- 
tion.    The  second  observation  is  that  barrier's  impact  on  expendi- 
tures is  generally  correlated  to  its  impact  on  the  eligible  popu- 
lation.    This  correlation  between  expenditures  and  population  has 
importance  for  future  policy  decisions.     The  cost  effectiveness 
of  trying  to  resolve  certain  barriers  is  questionable  in  compari- 
son with  trying  to  resolve  other  barriers.     In  other  words, 
resolving  barriers  that  have  a  high  impact  on  expenditure  levels 
and  the  number  of  screenings  and  treatments  is  more  cost  effective 
than  dealing  with  those  that  have  less  of  an  impact.     Finally,  it 
is  very  difficult  to  distinguish  between  the  impacts  of  the  ten 
major  barriers  by  only  using  two  criteria,  even  if  they  are  the 
most  important  criteria. 

From  the  results  of  the  preliminary  ranking,   it  was  evident 
that  the  secondary  criteria  would  have  to  be  utilized.     This  second 
step  in  the  ranking  process  was  used  where  two  or  more  barriers 
were  equal  in  terms  of  the  preliminary  ranking.     The  final  ranking 
of  the  major  barriers  in  terms  of  impact  yielded  the  following 
hierarchy : 


Major  Barrier 


Rank 


Inadequate  notification 
Inadequate  outreach 
Lack  of  commitment 
Inadequate  funding 
Provider  apathy 
Inadequate  health  education 
Recipient  apathy 
Lack  of  coordination 


1 


8 


6 


3 


1 


3 


5 


7 


Fragmentation  of  services 

Inadequate  management  information  system 


9 


10 


FIGURE  3: 


RANKING  OF  BARRIERS  BY  ESTIMATED  IMPACT 
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The  final  ranking  did  indicate  that  differences  were  dis- 
cerned between  various  barriers  in  regards  to  impact  on  age  group 
and  program  component.     The  differences  between  the  first  four 
barriers  were  fairly  clear,  at  least  in  terms  of  separating  noti- 
fication and  outreach  from  commitment  and  funding.  Notification 
and  outreach  were  seen  as  having  more  of  an  impact  because  they 
affect  all  age  groups  equally  and  as  initial  program  components, 
dictate  what  follows.     In  comparison,  some  commitment  and  fund- 
ing did  exist  in  several  States  for  at  least  the  birth  through  six 
year  old  age  group.     Also,  some  commitment  and  funding  did  exist 
for  the  screening  portion  of  the  program.     However,  it  was  diffi- 
cult to  determine  if  commitment  and  funding  created  the  level  of 
notification  and  outreach  performance  or  vice  versa. 

The  differences  between  provider  apathy  and  inadequate  health 
education  was  primarily  a  result  of  differences  in  impact  on  age 
groups.     Provider  apathy,  particularly  in  pediatricians,  appeared 
to  involve  to  a  significant  extent  the  under  six  age  group. 
Inadequate  health  education  impacted  the  school  age  child.  Impact 
on  program  components  was  judged  as  identical  for  these  two  bar- 
riers. 

In  drawing  any  conclusions  from  these  rankings,  it  must  be 
remembered  that  each  major  barrier  was  just  that:     a  significant 
obstacle  to  program  performance  in  most  States.     The  ranking  was 
used  only  in  trying  to  discern  what  were  very  small  differences 
among  the  barriers. 

In  addition,  a  number  of  other  factors  should  be  considered 
when  using  the  barrier  impact  hierarchy. 

©        The  assessment  was  conducted  at  the  State  level.  Results 
could  have  been  different  if  another  group  had  been  used 
for  the  interview  and  assessment. 

©        Accurate  data  in  sufficient  quantity  was  not  available  to 
objectively  differentiate  barrier  impact.     Therefore,  the 
hierarchy  is  not  an  objective  analysis  of  barrier  impact. 
Rather,  it  is  a  subjective  interpretation  of  what  informa- 
tion was  available. 
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Barrier  impact  was  not  necessarily  uniform  from  State 
to  State  and  certainly  not  in  terms  of  local  area 
differences.     ivhat  the  hierarchy  attempts  to  do  is 
give  an  overall  impression  of  variations  in  barrier 
impact. 

The  ranking  of  the  barriers  was  developed  by  using  one 
methodology.     A  totally  different  ranking  could  have 
been  conceived  if  the  barriers  had  been  analyzed  with 
different  criteria  or  in  isolation  from  one  another. 

The  impact  of  one  barrier  was  extremely  difficult  to 
isolate  from  the  combined  impact  of  the  other  barriers . 
This  interrelationship  between  barriers  made  it  all 
the  more  difficult  to  rank  them. 
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V.     RECOMMENDATIONS  FOR  RESOLVING  MAJOR  BARRIERS 


The  following  discussion  presents  specific  recommendations 
for  overcoming  the  effects  of  the  major  barriers  previously 
identified.     These  recommendations  are  derived,   in  part,  from 
responses  of  State  officials  during  the  site  visits.  However, 
they  are  primarily  based  upon  our  interpretation  of  the  present 
health  care  delivery  system,  knowledge  of  the  factors  creating  the 
barrier  impact,   and  application  of  current  problem-solving  techniques. 

Notification 

Any  recommendations  to  improve  the  notification  of  eligibles 
must  be  directly  aimed  at  the  Department  of  Social  Service,  and 
to  a  lesser  extent,  the  local  Social  Service  agencies  in  each 
county . 

Primarily,  three  aspects  of  the  notification  need  improvement: 

e      The  written  material  used  in  the  notification  process. 

©      The  time  and  emphasis  put  on  the  EPSDT  program  during 
the  oral  notification  process. 

©      The  training  given  eligibility  and  social  service  workers. 

It  was  determined  that  the  written  material  used  to  notify 
eligibles   (generally  stuffed  in  an  envelope  with  check)   could  be 
improved  in  the  following  manner: 

©      Notification  regarding  the  EPSDT  program  should  be 
defined  as  such  and  explained  in  simple  terms, 
preferably  at  a  4th  to  6th  grade  reading  level. 
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&  Complex  or  jargon  words  should  be  kept  to  an  absolute 
minimum.  Most  eligibles  do  not  know  what  a  screening 
package  or  exam  is  unless  it  is  explained  in  full. 

©      A  well-defined  connection  should  be  drawn  between 

screening  and  follow-up  diagnosis  and  treatment  that 
may  be  required. 

©      Dull  or  overly  authoritarian  notifications  should  be 
avoided.     The  style  format  and  layout  of  the  notifi- 
cation document  should  be  designed  to  attract  the 
reader's  interest. 

The  amount  of  time  generally  available  for  informing  an 
eligible  client  about  the  EPSDT  program  at  time  of  eligibility 
determination  was  very  short- -usually  less  than  5  minutes.     In  that 
amount  of  time,  any  explanation  of  the  benefits  of  EPSDT  is  lost 
within  the  overall  framework  of  the  larger  Medical  Assistance 
Program  or  the  AFDC  program.     In  addition  to  this,   the  client 
must  make  a  decision  on  whether  or  not  to  participate.     If  this 
decision  is  negative,  no  additional  effort  is  made  at  this  time  to 
enlist  their  participation. 

Improvements  in  the  oral  notification  process  could  be  made 
in  the  following  manner: 

&      Either  the  time  period  devoted  to  EPSDT  should  be 
expanded  to  allow  a  full  explanation  or  the  client 
should  be  directed  immediately  to  a  social  service 
worker  who  can  supply  the  necessary  information. 

©  The  client  should  not.  be  required  to  decide  about 
participation  in  the  EPSDT  program  at  the  time  of 
initial  notification. 

©      The  client  should  be  given  information  that  clearly 

delineates  the  benefits  of  EPSDT  for  his/her  children. 

e      The  EPSDT  program  should  be  explained  as  a  compre- 
hensive program  of  preventative  medical  care. 

©      It  should  be  explained  to  the  client  that  "crisis" 
medical  visits  are  not  equivalent  to  regular  medical 
care. 

The  lack  of  training  about  the  EPSDT  program  affects  the 
eligibility  and  social  service  workers'   ability  to  explain  the 
program  and  its  benefits.     From  a  review  of  the  information 
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available  to  them,  their  knowledge  of  the  program  seems  severely 
limited.  Formal  workshops  explaining  EPSDT  and  its  relationship 
to  comprehensive  health  care  are  not  usually  conducted. 

The  following  recommendations  address  the  education  and 
training  of  notification  personnel: 

e      A  training  module  like  the  one  developed  by  Harvard 
University  for  the  New  England  States  should  be 
developed  and  utilized.     Although  this  module  seems 
to  be  geared  primarily  to  the  eligibility  worker, 
it  could  be  modified  for  use  with  other  EPSDT- related 
personnel . 

©      Eligibility  workers  and  social  service  workers  should 
be  provided  with  a  regional  workshop  that  they  can 
attend  at  least  once  a  year.     Letters  or  memoranda 
updating  EPSDT  procedures  and  regulations  are  not 
adequate  substitutes  for  formal  training  sessions. 

©       It  should  be  made  evident  to  eligibility  workers  that 
if  the  client  is  required  to  make  a  decision  to  par- 
ticipate, based  solely  on  information  supplied  by  the 
eligibility  worker,  then  the  eligibility  worker's 
explanation  of  the  program  is  critical. 

Outreach 

Since  outreach  is  a  natural  extension  of  notification,  this 
service  is  generally  performed  by  the  local  social  service 
agencies  in  each  county.     The  major  problem  with  this  arrangement 
is  that  outreach  is  not.  focused  on  the  EPSDT  program. 

It  was  determined  that  the  following  steps  could  be  under- 
taken to  change  this  approach: 

©  Expand  the  outreach  function  so  that  it  encompasses 
notification.  This  would  allow  for  a  full  explana- 
tion of  the  EPSDT  program. 

©      Whenever  possible,  utilize  trained  community  people 
for  outreach  activities.     If  this  is  not  possible, 
the  use  of  a  retired  nurse  of  LPN  is  desirable. 
Clients  do  not  relate  social  service  workers  with 
medical  care  or  the  medical  profession.  The 
eligible  population  interprets  their  function  in 
terms  of  income  determination  or  social  services. 
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■      Trail")  the  outreach  workers  so  that  they  become 
familiar  with  the  program. 

©      Focus  the  outreach  effort  on  the  EPSDT  program  or 
health  care  rather  than  on  the  entire  range  of 
special  programs  available  to  the  eligible  population. 

©  Interesting  printed  material  should  be  made  available 
for  outreach  that  shows  the  benefits  of  participating 
in  the  EPSDT  program. 

©      Outreach  workers  should  know  how,  when,  and  where 
EPSDT  services  are  available.     A  list  of  providers 
is  minimal  in  providing  this  information. 

©      Media  efforts  at  outreach  should  be  understandable 
to  the  eligible  population.     Outreach  for  EPSDT 
should  be  thought  of  in  terms  of  sales  marketing: 
unless  the  product  is  packaged  properly  and  its 
benefits  understood,  people  will  not  buy  it. 

Commitment 

Commitment  to  any  new  program  is  always  difficult  to  generate 
and  sometimes  more  difficult  to  sustain.     Commitment  is  generally 
a  direct  result  of  a  perceived  need  or  of  a  previously  held  belief. 
Since  the  State  legislatures,  as  well  as  the  State  agencies  who 
administer  the  EPSDT  program,  do  not  see  a  great  need  for  EPSDT, 
they  also  tend  not  to  believe  in  its  value.     Action  should  be 
taken  to  counter  this  attitude.     If  a  significant  number  of 
referrals  actually  do  result  from  screening  and  appropriate  follow- 
up  care  is  given,  the  need  for  the  program  will  be  perceived. 
Therefore,   it  is  critical  that  some  system  be  developed  which 
allows  States  to  assess  the  impact  and  effectiveness  of  their 
EPSDT  program.     This  will  require  a  change  of  focus.  Currently, 
the  States  see  their  role  as  primarily  one  of  documenting  Federal 
EPSDT  requirements. 

Since   State  agencies  are  politically  motivated,  especially 
when  it  comes  to  policy  decisions,  commitment  will  bear  a  direct 
relationship  to  the  desires  of  the  constituency  for  such  a 
program.     Most  of  the  States  visited  provide  good  examples  of 
this:     legislatures  and  State  agencies  will  commit  themselves  only 
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to  that  extent  requested  by  their  constituents.     Unless  the 
eligible  population  sees  the  EPSDT  program  as  a  beneficial  one, 
pressure  to  fully  implement  the  program  will  not  be  forthcoming. 

Given  these  factors,  it  was  determined  that  three  things 
could  be  done: 

e  Officials  responsible  for  the  EPSDT  program  should 

develop  an  annual  program  plan.     This  should  not 
be  confused  with  an  annual   statistical  report. 
An  annual  program  plan  should  describe  what  v/as 
where,  and  why  it  was  accomplished.     Specific  goals, 
as  well  as  implementation  plans  for  these  goals, 
should  be  outlined. 

e  Regional  conferences  on  the  EPSDT  program  should  be 

conducted.     No  State  is  really  awrare  of  the  other 
State's  programs.     Meetings  of  this  nature  may  be 
the  initiative  necessary  for  some  States  to  commit 
more  resources  to  the  program  or  to  reallocate 
resources  within  their  program. 

«  As  in  Title  XX  legislation,   as  much  initiative  as 

possible  should  be  given  back  to  the  States  to 
target  and  coordinate  resources.     This  could  take 
place  in  gradual  steps:     those  States  with  the  best 
implementation  being  given  the  greatest  amount  of 
freedom  or  given  the  first  chance;  those  with  lesser 
ability  being  given  less  freedom  or  given  initiative 
only  after  having  passed  certain  performance  levels. 

Funding 

Funding  is  a  complex  issue  since  it  involves  Federal,  State 
and  local  government   (in  some  States)  tax  structures  and  per 
capita  income.     It  also  involves  the  separate  issues  of  funding 
medical  care  costs,  costs  of  administration,  and  costs  of  pro- 
fessional medical  personnel.     The  obvious  solution  for  funding 
medical  care  costs  supplied  by  some  of  the  State  officials  inter 
viewed  was  to  increase  the  Federal  Medical  Assistance  Percentage 
(FMAP).     Their  suggestion  was  to  increase  present  FMAP  levels 
to  90  percent  for  all  States.     On  the  surface,  this  appears  to 
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be  an  ideal  solution  to  the  cost  of  provision  problem.  For 
example,  a  State  with  a  50  percent  FMAP   (three  of  the  six  site 
States,  sixteen  out  of  fifty-three  States  and  Territories)  could 
screen  100  percent  of  its  eligible  population  without  an  increase 
in  State  funding  if  1)   it  was  currently  screening  20  percent  or 
more  of  the  eligible  population,  and  2)   it  maintained  current 
reimbursement  levels  for  services.     For  those  States  having  a 
higher  FMAP,  the  effect  would  be  less  dramatic,  but  still  signifi- 
cant.    Assuming  an  average  FMAP  of  60  percent   (61.68  percent 
average  for  all  States  and  Territories  as  of  6/30/75),  a  State 
could  screen  100  percent  of  its  eligibles  with  the  same  amount 
of  State  funds  used  to  screen  25  percent  of  the  eligible  popu- 
lation . 

The  90  percent  FMAP  solution  is  flawed  in  several  respects, 
however.     For  one  thing,  it  is  not  clear  that  States  would  budget 
the  same  amount  of  funds  at  90  percent  FMAP  as  they  do  for  their 
current  FMAP.     Some  States,  certainly  those  faced  with  severe 
fiscal  constraints,  would  probably  take  the  opportunity  of  in- 
creased Federal  participation  to  decrease  their  own  funding  of 
the  EPSDT  program.     Secondly,  those  States  who  would  stand  to 
gain  the  most  are  those  States  who  presumably  have  the  best 

financial  potential  of  operating  the  program.     Those  states 
who  already  have  a  FMAP  above  70  percent   (13  States  out  of 
State::-  and  Territories)  are  those  who  need  the  most  finan- 
cial help,  but  who  would  gain  much  less.     Third,  assuming 
a  normal  3  year  periodic  screening  cycle  for  each  eligible, 
each  State  would  only  have  to  have  the  financial  capabi- 
lity of  screening  30  to  35  percent  of  the  eligible  popu- 
lation each  year.     For  a  State  with  a  50  percent  FMAP,  this 
would  require  a  change  to  only  72  percent  FMAP  if  their  current 
screening  rate  was  20  percent.     Fourth,   installing  a  90  percent 
FMAP  for  EPSDT  would  favor  a  State  who  has  screened  only  a  small 
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percentage   (5l-10°O  of  their  eligible  population.     They  expended 
the  least  amount  of  funds  in  the  past  and  therefore  would  gain 
the  most  with  the  future  change.     Fifth,  an  increase  in  the  FMAP 
could  very  easily  increase  the  cost  of  screening  without  increasing 
quality.     For  example,  where  providers  have  pressured  for  higher 
reimbursement,  this  pressure  might  cause  States  to  reduce  their 
efforts  to  contain  or  control  costs.     States  could  pass  along 
costs  much  more  easily  because  of  their  smaller  contribution. 
Finally,   in  reviewing  the  site  States  performance,  no  positive 
correlation  existed  between  FMAP  and  performance.     States  with 
the  same  FMAP  should  have  screened  about  the  same    percentage  of 
eligibles,  all  other  things  equal.     However,  variations  of  as 
much  as  2  0  percent  were  noted  between  States  with  the  same  FMAP . 

From  the  above  review  of  the  proposed  90  percent  FMAP  solution, 
it  was  determined  that  the  final  resolution  to  the  problem  of 
funding  EPSDT  medical  costs  is  not  simply  one  of  providing 
additional  funds  to  all  States  without  qualification.  Rather, 
an  optimal  approach  should  take  into  consideration  as  many  variables 
as  possible,  such  as  the  number  of  active  providers,  provider 
types,  locations  of  eligible  population,  size  of  eligible  popu- 
lation, the  State's  FMAP,  past  program  performance,  personnel 
levels,  and  funding  commitment.     This  means  that  any  recommendation 
in  the  area  of  funding  should  focus  on  more  efficient  utilization 
of  existing  appropriations,  additional  types  of  incentive  funding, 
and  the  targeting  of  funds  to  fixed  objectives.     The  following 
recommendations  are  some  illustrations  of  possible  approaches: 

9        Supply  50  percent  of  the  difference  necessary  to 

increase  a  State's  screening  rate  from  their  present 
level  to  35  percent.     This  would  be  done  on  the 
condition  that  35  percent  of  the  population  will  be 
screened  for  at  least  three  years  in  succession. 
Failure  to  reach  this  target  will  result  in  a  loss 
of  the  50  percent  matching.     Those  States  who 
already  screen  35  percent  or  more  would  receive  a 
split  on  the  cost  between  20  percent  and  35  percent 
in  addition  to  their  present  FMAP. 


48 


©  Develop  a  sliding  scale  incentive  system  whereby 

additional  monies,   up  to  one  percent  of  AFDC  funding, 
is  available  to  those  States  that  administer  the 
program  in  an  efficient  and  effective  manner. 

©  State  agencies  should  attempt  to  identify  those 

eligibles  with  the  greatest  need  for  EPSDT  and 
concentrate  their  efforts  on  reaching  this  population. 

©  State  agencies  should  focus  referral  and  follow-up 

efforts  on  critical  referrals. 

0  State  agencies  should  regularly  assess  the  impact 

of  their  present  program. 

Funding  administrative  costs  and  professional  medical  per- 
sonnel costs  is  somewhat  different  than  funding  medical  care. 
The  Federal  Financial  Participation  (FFP)   is  a  fixed  percentage 
for  all  States  regardless  of  their  FMAP.     Therefore,   those  States 
with  less  resources  have  no  special  financial  incentive  as  they 
do  with  FMAP.     In  addition,  these  costs  are  personnel  costs  for 
the  most  part  and  are  not  elastic  in  the  same  manner  as  medical 
care  costs.     Part  of  the  solution  to  this  problem  was  the  offering 
of  75  percent  FFP  to  States  for  administrative  costs  if  they 
could  meet  certain  requirements.     Investigation  of  these  require- 
ments showed  that  they  were  not  extreme  and  would  assure  technical 
assistance  to  local  level  programs.     However,   in  talking  to  State 
officials  about  the  possibility  of  using  the  75  percent  FFP  for 
administrative  costs,   it  was  found  that  most  did  not  consider 
it  worthwhile  to  pursue  or  had  just  begun  to  investigate  it. 
Also,  despite  the  75  percent  FFP  for  professional  medical  per- 
sonnel, professional  staffing  for  EPSDT  was  almost  non-existent. 
States  showed  a  definite  reluctance  to  increase  personnel  costs 
even  if  the  75  percent  FFP  was  available  because  of  the  long-term 
implications  of  adding  staff.     To  overcome  this  problem,  it  is 
recommended  that  the  technical  assistance  capabilities  of  the 
regional  office  level  of  DHEW  be  increased. 
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Provider  Participation 


Motivating  providers,  whether  public  or  private,   is  a  major 
barrier  preventing  the  successful  impl  ement  at  ion  of  the  EPSDT 
program.     The  officials  interviewed  offered  a  number  of  reasons 
for  the  lack  of  enthusiastic  participation,  but  very  few  solutions 
for  improving  the  situation. 

It  was  determined,  however,  that  a  number  of  efforts  could 
be  initiated  to  improve  provider  participation: 

e      State  officials  should  understand  that  communica- 
tion between  themselves  and  providers  needs 
improvement.     Distributing  a  three-page  letter 
on  the  EPSDT  program  once  a  year  will  not  result 
in  an  overwhelming  response  from  providers  to 
provide  EPSDT  services.     Physicians,   in  particular, 
should  be  approached  with  some  sophistication.  This 
will,  require  State  agencies  to- focus  their  initial 
efforts  on  those  providers  offering  comprehensive 
care   (physicians  or  institutions  providing  screening, 
diagnosis,  and  treatment  in  the  same  setting  at  the  same 
time)  currently  participating  in  the  Medicaid  program. 
Once  this  has  been  done,  recruitment  of  other  providers 
on  a  selective  basis  can  begin.     For  example,  regional 
medical  symposiums  on  preventative  care  which  support 
the  benefits  of  the  EPSDT  program  can  reach  a  large 
number  of  prospective  providers  at  the  same 
time  . 

e      State  officials  should  be  aware  of,  and  responsive  to, 
the  difficulties  that  providers  encounter  within  the 
Medicaid  program.     One  solution  would  be  to  establish 
a  "hot  line"  to  handle  problems  on  EPSDT  claim--  or 
services  without  prolonged  delays  and  paperwork . 
A  performance  questionnaire  could  serve  as  another 
tool  for  determining  how  to  improve  services  and  to 
eliminate  problems. 

e      Medicaid  programs  at  the  State  level  should  involve 
the  State  medical  society,  medical  schools,  health 
associations,  etc.,   in  the  planning  of  their  programs. 
Providers  should  participate  in  the  decision-making 
process  involving  improvements  or  changes  in  Medicaid- 
related  programs. 
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©  State  agencies  should  recruit  additional  screening 

providers.     In  four  States,  the  Public  Health  Depart- 
ment has  become  a  "franchise"  for  providing  screening 
services.     This  has  meant  that  the  screening  services 
are  concentrated  exclusively  (or  almost  so)   in  the 
hands  of  the  Department  of  Public  Health.     From  our 
literature  search  and  the  site  visits,   it  is  clear 
that  the  public;  health  departments  are  not  necessarily 

the  most  efficient  or  effective  provider  of  screening 
services,  that  it  was  never  the  intent  of  the  EPSDT 
legislation  to  concentrate  the  provision  of  screening 
services  within  the  public  health  departments,  and  that 
the  number  of  public  health  department  locations  is 
not  sufficient  considering  the  size  of  the  eligible 
population  and  their  dispersion.     Therefore,   it  is 
necessary  for  the  States  to  explore  alternate  types 
of  providers  for  screening.     In  the  majority  of  cases, 
the  shortage  of  screening  providers  could  be  overcome 
by  having  the  States  first  identify  other  types  of 
providers  who  can  do  screening.     Special  emphasis 
should  be  placed  on  identifying  those  providers  who 
offer  comprehensive  care,  such  as  Outpatient  Depart- 
ments in  hospitals  and  group  practice  clinics.  Then 
States  should  institute  a  vigorous  and  intensive 
recruiting  campaign  to  attract  the  providers  identified. 
Where  financial  constraints  may  pose  a  problem,  reim- 
bursement methods  other  than  the  traditional  fee  for 
service  should  be  explored,  such  as  a  fixed  cost  for 
the  total  program. 

©  State  agencies  should  not  limit  provision  of  services 

to  traditional  types  of  providers.     Two  States  have 
utilized  mobile  screening  units  to  reach  portions  of 
the  eligible  population  who  would  find  it  extremely 
difficult  to  reach  one  central  location.  State 
agencies  should  also  try  to  promote  a  community  pro- 
gram concept  where  providers  and  agencies  within  a 
geographical  area  pool  resources  for  a  specific 
period  of  time. 

Health  Education  and  Training 

Resolving  the  problem  of  offering  sufficient  health  education 
and  training  to  all  groups  involved  in  the  EPSDT  program  is  a 
difficult  matter.     The  EPSDT  program  functions  in  concert  with  the 
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Medicaid  program  and  our  overall  health  care  system.     To  educate 
and  train  groups  to  utilize  EPSDT  will  require  broader  public 
education  programs  concerning  the  health  care  delivery  system  and 
information  on  efficient  and  maximum  utilization  of  existing  health 
care  resources.     The  following  recommendations  are  in  this  vein: 

©        If  the  Department  of  Social  Services  is  going  to 
be  involved  in  notification,  outreach,  referral, 
and  follow-up,  With  overall  responsibility  for 
managing  and  coordinating  the  program,  then 
those  people  responsible  for  providing  these 
functions  should  receive  specific  health- related 
(EPSDT)   technical  assistance. 

©        State  agencies  should  actively  encourage  medical 
and  dental  schools  to  offer  educational  seminars 
on  preventative  or  comprehensive  care  for  both 
current  students  and  practicing  providers. 

©        State  agencies  should  develop  a  speaker's  bureau 
whereby  their  staff  would  be  available  to  address 
professional  and  citizen  groups  on  the  EPSDT 
program  and  other  areas  of  the  Medicaid  Program. 

©    •     State  agencies  should  provide  information  about 
their  programs  to  health  educators  within  the 
public  school  system.     If  this  is  done  properly, 
health  care  utilization  can  be  communicated  to 
school  age  children.     School  age  children  presently 
account  for  about  30  percent  of  the  population  in 
the  United  States.     If  they  understand  correct 
utilization  now,  chances  are  they  will  utilize 
health  care  efficiently  in  the  future. 

Recipient  Participation 

Recipient  apathy  in  the  EPSDT  program  results  from  several 
factors.     It  can  be  the  result  of  the  parent's  perception  that 
other  things,  such  as  food,  shelter,  clothing,  and  education, 
are  more  important  than  health  care.     It  can  result  from  a  real 
lack  of  interest  in  health  care  because  the  eligible  children  have 
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always  been  healthy  and  have  never  needed  medical  care.     It  can 
come  from  an  inability  to  understand  the  benefits  of  the  program, 
either  because  the  parent  of  the  clip, ible  is  functionally 
illiterate  or  the  presentation  is  too  complex.     It  can  arise 
because  the  eligible  family  that  already  is  receiving  health  care 
believes  this  care  is  adequate.     Recommendations  to  resolve  most 
of  these  problems  have  been  discussed  in  other  parts  of  this 
section.     The  following  recommendations  arc  directed  more  towards 
improving  aspects  of  case  management  which  play  a  significant  role 
in  determining  whether  or  not  a  child  will  be  screened,  and  if 
necessary,  whether  the  child  will  receive  treatment. 

0        Counseling  of  the  parent  by  the  screening  provider 
was  stressed  throughout  the  DHEW's  Guide  to 
Screening ,  EPS DT - Med i c a i d . *    However,  a  review  of 
the  available  procedures  manuals  and  queries  about 
the  performance  of  this  function  indicated  that 
this  counseling  rarely  occurred.  Counseling 
sessions  following  both  positive  and  negative 
screens  would  increase  the  likelihood  that  treat- 
ment will  be  received  and  that  periodic  re- screening 
will  occur. 

©        Individual  recipient  records  are  maintained  by  the 
screening  provider.     Perhaps  these  providers  could 
also  prepare  an  abbreviated  record  to  the  eligible 's 
parent.     This  would  seem  to  be  an  effective  way  of 
informing  eligibles  about  the  care  they  have  received 
and  the  importance  of  receiving  that  care. 

c        Follow-up  on  "no-shows"  for  screening  and  treatment 
appointments  is  usual] y  delayed  so  long  in  most  of 
the  states   (sometimes  as  long  as  six  months  for  the 
entire  "cycle")   that  this  follow-up  is  ineffective. 
It  is  suggested  that  follow-up  take  place  at  the 
local  level  ivhenever  possible  and  that  the  delay 
be  limited  to  one  or  two  weeks  at  most.  Follow-up 
limited  to  letters  or  other  formal  communications 
is  not  as  effective  as  personal  follow-up  by  tele- 
phone or  visit. 


The  American  Academy  of  Pediatrics,  A  Guide  to  Screening, 
under  contract  SRS  75-31,  June,  1974. 
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©        Proper  scheduling  of  appointments  was  not  stressed 

in  the  procedures  manuals  reviewed.     From  the  infor- 
mation obtained  during  the  site  visits,   it  was  not 
possible  to  determine  if  the  majority  of  providers 
set  up  appointments  at  the  convenience  of  the 
eligible  or  whether  screenings  were  batched  for 
specific  days  at  which  time  the  eligible  had  to  be 
in  attendance.     However,  officials  did  point  out  they 
felt  individual  appointments  were  more  effective 
in  reducing  "no  shows,"  than  batch  appointments. 
Therefore,  this  technique  should  be  utilized  whenever 
possible . 

©        A  strong  sense  of  personal  relationship  and  inter- 
action with  the  provider  affects  the  recipient's 
views  of  medical  care  but  this  was  not  emphasized 
in  any  of  the  procedures  manuals.     Where  the  provision 
of  screening  or  treatment  services  occurs  on  an 
impersonal  plane,  such  as  in  many  clinics  or  health 
departments,  parents  of  eligibles  will  not  want  to 
take  their  children.     It  is  suggested  that  a  real 
emphasis  be  placed  on  creating  a  strong  personal 
relationship  between  provider  and  eligible  such 
as  through  counseling  and  availability  of  medical 
records  for  the  eligible. 


Coordination  Between  Agencies  and/or  Providers 

A  lack  of  coordination  in  a  program  as  broad  in  scope  as 
EPSDT  is  easy  to  understand.     The  difficulty  is  to  devise  methods 
to  develop  coordination  or  at  least  to  construct  channels  to 
facilitate  coordination.     Several  approaches  improving  coordination 
seem  feasible: 

©        Coordination  will  not  improve  if  the  status  quo  is 
maintained.     Therefore,  the  Department  of  Social 
Services  will  have  to  take  the  initiative  to  open 
channels  of  communication.     This  could  be  accom- 
plished by  allowing  advisory  committees  or  boards 
to  participate  in  policy  decisions  and  by  conducting 
roundtable  discussions  with  representatives  from 
provider,  recipient,  and  administration  groups 
once  a  year.     This  process,  however,  cannot  be 
superficial.     Suggestions  should  be  implemented 
whenever  feasible  and  relevant  to'  the  needs  of  the 
committee  or  group.     It  was  found  that,  where  no 
external  input  was  received  and  digested, 
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administration  of  the  program  tended  to  be  isolated 
from  the  needs  of  the  screening  and  treatment  providers. 
Without  personal  communication,   coordination  between 
program  administration  and  providers  tended  to  be 
rigid  and  was  generally  misunderstood.  Communication 
by  letter  or  memorandum  was  not  effective.     It  was 
found  that  providers  did  not  generally  respond  to  such 
efforts . 

©        Some  compromises  have  to  be  worked  out  in  the  program 

so  that  it  can  be  integrated  into  the  current,  on-going 
pediatric  and  school  health  programs.     These  programs 
already  offer  screening  services  and  currently  treat  a 
wider  audience  of  children  than  does  the  EPSDT  program. 
In  the  majority  of  cases,   it  appears  that  those  pro- 
grams are  competing  with  the  EPSDT  program.  They 
should  be  merged  into  one  program  with  a  well-defined, 
common  purpose.     A  national  conference  with  representa- 
tives from  DHEW,  The  American  Academy  of  Pediatrics, 
and  the  National  Education  Association  could  develop 
initial  guidelines.     Then  each  state  could  hold 
similar  conferences  to  initiate  review  and  potential 
implementation.     The  major  problems  that  will  need  to 
be  resolved  include  the  establishment  of  a  common 
screening  package  across  all  programs  with  common 
periodicity,  a  system  that  will  not  identify  Medicaid 
children  within  the  school  system,   and  a  payment 
mechanism  for  those  programs  already  offering  services 
at  no  charge. 

©        Delays  in  informing  the  parent  of  the  need  for  treatment 
or  referral  should  be  reduced  to  a  minimum.     This  can 
be  accomplished  by  utilizing  integrated  services  where 
possible  and  avoiding  multiple  referrals. 

©        Lack  of  coordination  between  screening  and  treatment 

providers  was  found  to  be  quite  common.     Resolving  this 
issue  will  require  that  the  screening  provider  become 
integrated  with  the  treatment  provider  whenever  possible. 
Screening  providers  should  not  function  in  isolation. 
This  means  that  public  health  screening  providers  will 
have  to  coordinate  their  activities  over  time  with  pro- 
viders who  can  screen  and  offer  treatment. 

©        Coordinating  activities  such  as  notification,  outreach, 
referral,  and  follow-up  are  generally  the  responsibility 
of  the  Department  of  Social  Services.     No  evidence  was 
available  to  prove  that  having  notification,  outreach, 
referral,  and  follow-up  done  within  the  Department  of 
Social  Services  was  an  effective  method.     On  the  contrary, 
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it  was  found  that  if  these  related  functions  (except 
Inotif ication)  could  be  done  in  an  integrated  manner, 
'implementation  of  the  program  was  much  more  success  - 

»        Internal  coordination  within  the  Department  of  Social 
Services  for  notification,   outreach,   referral,  and 
follow-up  can  be  improved  if  an  EPSDT  coordinator  is 
assigned  on  a  full-time  basis  to   the  job.  This 
person  should  be  knowledgeable  about  health  care 
providers.     Although  this  recommendation  may  be  quite 
basic,  no  state  surveyed  had  a  full-time  coordinator 
at  the  state  level. 

Fragmentation  of  Services 

Resolving  the  issue  of  fragmented  services  requires  dealing 

with  some  baisc  issues:  our  present  health  care  delivery  system, 

the  roles  of  the  various  providers  within  that  system,  and  the 
possibility  of  change. 

Our  present  health  care  delivery  system  is  physician  and 
hospital -or iented.     About  60  percent  of  national  health  expendi- 
tures are  spent  for  these  services  with  another  15  percent  for 
dental  care  and  drugs.     The  role  of  the  physician  and  hospital  are 
therefore  primary  ones.     However,  hospital  and  physician  resources 
are  geared  to  provide  crisis  care.     This  type  of  care  does  not 
require  an  integrated  provision  of  services.     Thus,   the  problem 
of  the  EPSDT  program  is  one  of  ideology.     It  is  operating  within 
an  episodic  crisis  system  but  with  a  totally  alien  concept:  pre- 
ventative care  via  comprehensive  or  integrated  provision  of  service. 
The  solution  is  either  to  connect  the  vast  resources  of  crisis  care 
to  the  EPSDT  program  in  a  manner  that  develops  an  umbrella  of 
care  or  to  change  the  principal  mode  of  health  care  from  that 
of  crisis  care  to  preventative  care. 

Since  crisis  care  will  always  exist,  it  is  probably  easier 
to  take  steps  to  develop  comprehensive  care  than  change  the  mode 
of  health  care  to  one  of  prevention.     Steps  to  partially  achieve 
this  within  the  EPSDT  program  are  as  follows: 
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©         Identify  those  providers  who  do  have  the  capability 
of  offering  integrated  services.     Offer  them  a 
financial  incentive  to  actively  participate  in 
screening.     The  financial  incentive  can  take  many 
forms.     One  form  suggested  is  to  increase  the  reim- 
bursement rate  according  to  the  number  of  eligibles 
screened  per  month.     The  incentive  could  also  be  tied 
in  to  the  scope  of  the  screening  and  the  use  of  quality 
controls.     This  type  of  financial  incentive  would  be 
aimed  at  the  urban  provider  primarily.     For  rural 
providers,  a  ratio  of  screenings  to  eligibles  could 
be  used. 

«  Reduce  the  emphasis  on  or  involvement  of  those  pro- 

viders who  do  not  have  the  potential  for  providing 
comprehensive  care.     Although  in  many  States  this 
would  have  to  be  done  over  a  long  period  of  time  and 
in  a  gradual  manner,  continual  reliance  on  providers 
. who  separate  services  will  make  comprehensive  care  an 
impossibility . 

3  Utilize  the  public  health  system  wherever  possible, 

but  not  to  the  exclusion  of  other  types  of  providers, 
or  where  their  capabilities  for  provision  of  treatment 
are  extremely  limited  or  non-existent.     Local  physician 
involvement  with  the'  public  health  department,  through 
such  mechanisms  as  staff/consultant  status,  may  pro- 
vide a  stronger  link  between  screening  and  treatment 
at  the  local  level. 

©  Require  that  an  integrated  medical  record  be  developed 

by  the  screening  providers  for  each  child  who  is 
referred  and  transfer  this  record  to  the  treatment 
provider  upon  referral.     Although  the  ideal  would  be 
to  have  a  medical  record  of  each  child  screened 
regardless  of  treatment,  this  is  probably  not  possible. 
It  is  important,  however,   to  have  an  integrated 
record  for  those  who  are  referred.     This  will  do 
two  things:     draw  the  treatment  provider  closer  to 
the  screening  provider  and  prevent  inadequate  or 
inaccurate  treatment. 

Info rmat ion  Sys terns 

Inadequate  information  systems  in  the  Medicaid  program  are 
not  something  new.     The  Report  of  the  Task  Force  on  Medicaid  and 
Related  Programs*  addresses  itself  repeatedly  to  the  need  for 


*  Department  of  Health,  Education,  and  Welfare,   Report  of  the 
Task  Force  on  Medicaid  an d  Re lated  Programs  ,   1 97 "OT 
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increased  effectiveness  in  information  systems.     Since  then  (1970) 
progress  has  been  made,  but  it  was  determined  that  a  number  of 
steps  could  be  taken  to  improve  the  individual  information 
systems  of  the  States  visited: 

©        Orient  the  information  system  towards  management 
analysis  and  evaluation  of  the  EPSDT  program, 
rather  than  toward  the  present  recording  or  docu- 
mentation of  screening  services. 

Create  a  comprehensive  information  system  that 
tracks  the  eligible  recipient,  through  the  EPSDT 
cycle:     from  screening  through  treatment  (if 
necessary)   and  back  again  to  periodic  rescreen. 

Develop  broad  outlines  for  establishing  an 
effective  system  to  review  and  control  utilization 
of  EPSDT  services  from  the  standpoint  of  appropriate- 
ness, quality,   and  timeliness  of  services  rendered 
and  keep  it  in  effect  for  a  period  of  time,  such 
as  five  years,   that  will  allow  the  information 
system  to  stabilize. 

Reduce  the  number  of  revisions  at  the  Federal  level 
for  data  required  to  that  absolutely  necessary. 
Constant  or  frequent  changes  in  this  area  reduce  the 
initiative  on  the  part  of  the  States.     Since  it  is 
costly  to  rewrite  information  programs,   States  find 
it  much  more  economical  to  wait  until  forced  by  the 
Federal  Government  to  develop  a  program  change  for 
their  information  system. 
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VI.  CONCLUSIONS 


The  following  conclusions  are  based  on    an  initial  literature- 
search,  communication  with  external  consultants,  and  most  im- 
portantly, on  the  site  visits  to  six  States.     These  conclusions 
point,  out  that  changes  will  have  to  take  place  if  the  barriers 
to  the  program  are  to  be  resolved  and  if  the  majority  of  the 
eligible  population  are  to  receive  the  benefits  of  the  program. 

Medicaid  Orientation 

It  is  very  difficult  to  talk  about  EPSDT  without  putting 
it  in  the  overall  context  of  the  Medical  Assistance  Program. 
Originally,  our  impression  was  that  the  EPSDT  program,  although  part 
of  Medicaid,  was  a  distinct  program  and  as  such,   could  be  de- 
tached and  examined  in  isolation.     Although  theoretically  this  may 
be  true,   it  was  discovered  that  every  State  visited  views  the 
program  as  a  small  part  of  the  overall  Medicaid  program.     As  one 
official  simply  stated:     "The  EPSDT  program  is  a  minor  part  of 
Medicaid,   first,   last,   and  always."     Talking  about  EPSDT  out- 
side of  that  context  simply  does  not  make  sense  to  the  States. 
Most  of  the  States  do  not  think  of  EPSDT  as  an  integrated  program, 
but  as  a  screening  service  because  provision  for  medical,  diagnostic, 
and  treatment  services  have  existed  for  some  time  under  the  required 
basic  Medicaid  services  package.     The  States  found  it  much  easier  to 


reconstruct  the  program  to  fit  the  system  than  the  system  to  fit 
the  program. 

The  other  part  of  the  problem  is  that  health  policy  changes 
or  additions  to  already  existing  programs  require  a  considerable 
time  period  to  gestate  and  to  come  to  fruition.     No  State  reported 
implementing  the  program  prior  to  1971.     Four  years  is  not  a  suf- 
ficient period  to  implement  a  complex  program  like  EPSDT. 

Commitment 

The  general  viewpoint  expressed  by  every  State,  except  perhaps  two, 
was  that  the  EPSDT  program  was  not  a  critical  program  requiring 
top  priority  attention.     Although  this  is  in  contrast  to  the 
findings  of  some  other  studies,  this  impression  was  communicated 
very  clearly  in  the  majority  of  the  States.* 

The  reasons  for  this  lack  of  commitment  are  both  internal 
and  external  to  the  single  State  agency  responsible  for  the 
program;     In  most  States,  however,  it  was  very  difficult  to 
specifically  determine  if  the  lack  of  commitment  was  primarily 
due  to  one  factor  or  the  other.     At  first  glance,   it  appeared  that 
external  factors  such  as  the  perceived  or  real  apathy  of  the 
governor,  State  legis trature ,  providers,  and  recipients  were  the 
major  reason  for  the  low  commitment.     Most  of  the  State  agencies 
indicated  they  would  have  a  different  perspective  on  the  EPSDT 
program  if  some  funding  was  made  available,  private  physicians 

participated  in  greater  numbers,  and  recipients  showed  more  of  an 
interest  in  receiving  preventative,  as  opposed  to  episodic,  health 
care.     Significant  changes  in  commitment  did  occur  in  two  States 
where  special  interest  groups  took  action  to  insure  implementation 
of  the  program.     However,  past  and  current  internal  problems  in 
many  State  agencies  led  us  to  believe  that  most  would  not  or  could 
not  change  their  level  of  commitment  very  rapidly  even  if  the 
external  factors  did  change.     The  lines  of  communication  between 


*EPSDT  Status,  A  Review  of  Eight  States,  Bokonon  Systems 
SKS- 74-65,  December,  1974 
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responsible  bureaus  or  between  the  State  agency  and  the  local 
Social  Service  agencies  very  often  prevented  even  simple  changes 
from  being  implemented  in  less  than  one  year.     In  addition,  the 
State  agencies  contributed  in  part  to  the  external  apathy  with  their 
own  lack  of  initiative  and  enthusiasm.     This  connection  between 
their  own  lack  of  commitment  and  the  external  apathy  surrounding 
them  was  very  difficult  for  most  of  the  State  officials  to  see  or 
understand.     They  saw  their  efforts  as  sufficient  to  implement  the 
program,  all  other  things  being  optimal.     The  result  was  that  the 
State  agencies  responsible  for  the  program  appeared  during  the 
assessment  to  be  coiamiting  only  marginally  adequate  resources  to  a 
program  operating  in  a  less  than  optimal  environment. 

Welfare  Philosophy 

It  soon  became  evident  that  the  context  of  the  EPSDT  program 
was  welfare  rather  than  health.     This  was  due  partly  to  the  origin 
of  EPSDT.     It  came  out  under  Title  19,  when  in  19  71,  DHEW  published 
final  regulations  that  placed  EPSDT  under  Title  19,  Medicaid,  and 
Departments  of  Social  Service  or  Welfare.     It  also  relates  to  the 
Departments  of  Social  Services  and  their  role.     They  have  never 
been  or  is  it  probable  that  they  will  ever  be,  knowledgeable  about, 
health  care  needs.     Their  principal  function  is  not  health  care 
delivery,  but  welfare,  so  no  reason  exists  for  them  to  be  par- 
ticularly adept  in  this  area.     This  meant  that  during  the  barrier 
assessment  it  was  necessary  to  restructure  one's  thinking  from 
that  of  health  care  provision  to  basically  one  of  providing  social 
services  or  welfare.     The  officials  surveyed  almost  always  talked 
in  terms  of  social  service  needs  or  requirements  rather  than  health 
needs.     It  was  common  to  listen  to  explanations  of  how  paper  flow 
or  social  services  were  going  to  be  provided,  were  provided,  or 
were  not  provided.     Very  seldom  did  a  discussion  ensue  about  health 
care  needs,  health  delivery,  health  planning,  health  financing, 
or  health  policy.     In  the  end,   the  impression  one  received  was 
that  health  needs  were  minimized.     This  creates  .a  good  deal  of 
misdirection  and  misunderstanding. 


61 


Int  cr  re  la  t  j  o nship  of  ] ' .' trrie  r s 

Originally,   it  was  felt  that  each  identified  barrier  could 
be  isolated  from  others  to  assess  its  impact.     Although  this  was 
possible,   in  reality,  the  interrelationship  of  all   the  barriers 
to  one  another  overshadowed  the  isolated  impact  of  any  particular 
barrier.     It  is  impossible  to  escape  the  fact  that  if  efforts  are 
going  to  be  made  to  change  these  barriers,  then  each  one  and  its 
impact  on  others  will  have  to  be  studied  and  evaluated  in  the  total 
context . 

In  contrast,  contact  with  our  external  consultants  before  the 
site  visits  gave  us  a  different  impression.     They  seemed  to  indicate 
that  the  major  barriers  would  be  very  specific  in  nature  and  primari 
"created"  by  the  State  agencies.     They  saw  population  mobility  and 
income  level  determination,  for  example,  as  two  major  barriers. 
Our  assessment  indicated,  though,  that  this  was  too  limited  a  view 
in  which  to  identify  the  major  barriers.     The  major  barriers  were 
far  broader  in  scope,  and  the  complex  interrelationship  between 
the  barriers  precluded  this  type  of  specificity.     In  addition, 
the  interrelationship  of  the  barriers  indicated  that  the  barriers 
had  been  created  by  a  number  of  other  factors  besides  just  the 
State  agencies.     For  one  thing,   the  problems  affecting  the  EPSDT 
program  are  not  unique  to  EPSDT.     They  go  back  to  the  basic 
structure  used  to  deliver  health  services  and  social  services  and 
the  wide  gulf  that  has  generally  separated  the  two.     It  is  as  if  the 
very  nature  of  the  program  set-up  prevents  efficient  delivery. 
Compounding  this  is  the  political  scheme  of  things  in  each  State. 
It  was  evident  that  State  legis latures ,  county  boards  of  super- 
visors and  political  appointments  wield  a  great  deal  more  in- 
fluence over  the  degree  of  implementation  than  ever  expected. 
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Inadcq uate  Know] edge 

Although  the  six  States  visited  present  a  better  than  average 
group  of  EPSDT  programs,  what  was  generally  noted  as  factual 
evidence  was  based  more  on  the  estimates  of  the  State  official  than 
any  substantive  analysis.     Part  of  this  was  due  to  the  information 
systems  now  available,  the  lack  of  staff  involved  in  EPSDT,  and  the 
length  of  time  the  program  has  been  in  operation.     It  was  also 
evident  that  factual  information  about  this  program  does  not  exist 
in  any  significant  quantity.     Information  that  was  factual  was 
very  helpful,  but  very  little  of  this  type  of  information  was  found, 
or  it  was  so  localized  in  nature  that  it  could  not  be  used  to  draw 
general  conclusions  about  the  State.     The  explanation  of  recipient 
apathy  is  a  good  illustration  of  the  problem  of  factual  data.  Most 
State  officials  remarked  that  clients  "are  simply  not  interested  in 
the  program"  as  one  of  the  major  reasons  for  the  lack  of  a  high 
volume  of  screenings.     Although  the  exact  percentage  of  those  noti- 
fied who  expressed  no  interest  varied  from  state  to  state   (10%  to  20%) 
it  was  a  significant  percentage  in  each  State.     However,  after 
exploring  what  the  notification  consisted  of,  how  the  response  of 
the  client  was  evaluated,  who  explained  the  program,  what  circum- 
stances or  criteria  were  used  to  judge  no  interest,   it  became  evident 
that  a  large  percentage  of  eligible  population  could  have  been  mis- 
informed about  their  need  for  the  program.     In  reviewing  this,  no 
State  had  analyzed  their  notification  process  to  determine  if  in 
fact  the  reasons  for  "no  interest"  were  external  or  internal. 

Hypo the ses 

Certain  barriers  that  were  developed  as  potential  or  hypo- 
thetical barriers  in  the  Barrier  Assessment  Methodology  were  not 
found  to  be  that  important.     Eligibility  constraints  did  not 
appear  to  have  a  significant  impact,   for  example.     Although  the 
maximum  income  level  for  aid  to  families  with  dependent  children 
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or  for  the  categorically  needy  group  has  not  gone  up  significantly, 
eligibility  rolls  have  increased  sharply  in  the  last  five  years 
and  especially  when  viewed  from  196  5.     Each  State  surveyed  has 
shown  an  increase  of  at  least  100  percent  since  1970.     In  fact,  most 
States  have  shown  about  a  50. percent  increase  in  the  last  two  years. 
Facilities  and  equipment,  were  not  mentioned  by  State  officials  as 
a  particular  concern,  even  though  this  was  originally  conceived 
as  a  potential  trouble  spot.     Licensure  requirements  by  Departments 
of  Health  had  effectively  forced  public  providers  to  have  adequate, 
code-meeting,  buildings  and  equipment.     Although  transportation 
was  inadequate  or  non-existent  in  some  counties  and  States, 
transportation  reimbursement  is  generally  available.  Transpor- 
tation problems  certainly  create  part  of  the  recipient  apathy, 
but  is  was  found  that  it  is  not  an  overly  critical  barrier. 

Finally,  although  every  discussion  at  one  time  or  another 
touched  on  the  Federal  guidelines  for  the  EPSBT  program  and  the 
proposed  regulations  of  August,   1975,  central  DHEW  or  regional 
DHEW  office  involvement  or  the  guidelines  themselves  were  not 
found  to  be  a  significant  obstacle  for  the  State  agencies.  As 
one  official  put  it,  "It.  has  been  up  to  the  States  to  implement 
the  program  and  document  it.     If  we  have  failed,  we  cannot  blame 
it  on  the  Feds." 

Future 

With  a  welfare  orientation,  a  public  health  system  provision 
of  screening,  apathetic  involvement  from  private  providers  who 
form  the  foundation  of  the  health  delivery  system,  disjointed  or 
fragmented  provision  of  services,  paper  strong  compliance  with 
nominal  guidelines  and  a  lack  of  dollars  to  finance  this  type 
of  program,  the  EPSDT  program  faces  a  difficult  future  as  an 
integrated,  coordinated  program.     Whether  it  will  succeed  or  not 
will  depend  in  part  on  how  it  is  viewed.     If  it  is  necessary  to 
define  and  structure  the  EPSDT  program  as  an  integrated  program 
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encompassing  screening ,  diagnosis,  and  treatment,  plus  related, 
coordinated  services  such  as  outreacli  and  referral,   then  the 
identified  barriers  should  be  dealt  within  the  manner  suggested 
in  the  text  of  the  recommendations.     However,  after  visiting 
six  States  and  communicating  with  State  officials  at  some  length, 
it  is  our  feeling  that  it  is  better  strategy  for  the  time  being 
to  reduce  the  level  of  coordination  required  of  the  State  agencies, 
to  increase  the  effort  to  provide  comprehensive  care,  and  to 
improve  the  utilization  of  resources.     In  effect: 

e        Reduce  the  administration  and  coordination  requirements 
for  the  Departments  of  Social  Service  to  eligibility 
determination,   initial  notification,  payment  of  ser- 
vices, and  management  information.     Placing  additional 
burdens  on  them  or  having  other  agencies  involved  in 
the  program  tends  to  add  to  the  problem  of  coordination 
rather  than  simplify  it. 

9        Emphasize  one  aspect  of  the  program:     the  connection 
or  interrelationship  between  screening  and  treatment. 
This  aspect  is  presently  the  weakest  part  of  the 
program  in  terms  of  operation.     Creating  this  connection 
will  take  time,  however.     Most  State  officials  do  not 
understand  the  need  for  this  connection,  or  how  to  go 
about  making  it  happen.     It  is  possible,  though,  to 
arrive  at  a  strong  link  through  an  efficient  management 
information  system  and  a  broader  based  provider  system. 

•        Return  the  initiative  and  flexibility  for  providing  services, 
both  screening  and  referred  treatment,  to  the  States 
according  to  ability.     Those  States  that  have  succeeded 
in  providing  screening  to  at  least  30  percent  of  their 
eligible  population  per  year  over  a  three  year  period  with 
75  percent  of  referred  treatment  provided  should  be  allowed 
the  freedom  to  work  within  very  limited  guidelines. 
They  do  not  need  additional  guidelines  to  make  operations 
more  cumbersome.     Those  States  that  haven't  succeeded 
should  be  provided  technical  assistance  and  evaluated 
more  closely  for  compliance. 

©        Most  importantly,  State  agencies  should  direct  their 
efforts  towards  identifying  efficient  and  effective 
methods  of  utilizing  resources.     In  particular,  they 
need  to  analyze  local  differences  in  provider  types, 
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eligible  populations ,  and  methods  of  providing  service. 
This  information  should  be  used  to  develop  locally 
efficient  systems  now.     Continuing  without  a  per- 
ception of  what  will  work  best  leaves  the  future  of 
the  program  in  jeopardy. 
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